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Chapter 1 
General introduction
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Aims and outline of this thesis
In the time span of just 11 years, two handbooks on religion and health have been 
published. The first one covers the period from 1800s to 2000 and is based on over 
1200 studies (Koenig,  McCullough, Larson, 2001). The second covers the period 
from  2000  to  2009,  where  a  MEDLINE  and  PsycINFO  search  revealed  a 
staggering 14,658 and 21,437 studies, respectively (Koenig, King, Carson, 2012). 
The  total  number  of  studies  in  Pubmed  with   ‘religion’,  ‘mental  health’,  and 
‘adolescents’ as keywords has increased gradually from 1967 with 2 articles, to 19 
articles in 2004, and 72 articles in 2015. Chapters on this subject have also been 
included in handbooks on health risks during adolescence (Schulenberg, Maggs, 
Hurrelmann, 1999) and in handbooks on psychiatry, religion, and spirituality (de 
Vries-Schot,  2012).  A  general  handbook  of  adolescent  psychology  (Lerner  & 
Steinberg,  2009)  included  a  chapter  on  ‘Religion  and  spirituality  in  adolescent 
development’ for the first time. The fourth edition of the ‘Diagnostic and Statistical 
Manual of  Mental Disorders’ (DSM IV) (American Psychiatric Association, 1994) 
introduced  a  new  category,  namely,  V62.89  ‘religious  or  spiritual  problem’,  a 
category  that  is  still  present  in  the  DSM-5  (American  Psychiatric  Association, 
2013). 
Sigmund  Freud  (1856-1939),  the  Austrian  neuropsychiatrist,  philosopher,  and 
founder of the psychoanalysis, has had a prominent influence on psychology and 
psychiatry,  and  although  his  views  are  less  accepted  nowadays  and 
psychoanalysis has lost its scientific status, there may be a revival of his ideas 
(Edmundson, 2007). Freud summarized his views on religiosity in his essay ‘The 
future of an Illusion’ (1927). In this essay, Freud explained his psychoanalytic view 
of religiosity, which is – in his opinion – mainly a fantasy that is used by humans to  
get away from the harsh reality of life and intrapsychic conflicts (Freud, 1927). 
Nowadays, psychiatrists and psychologists generally adopt a more positive view of 
religiosity,  namely,  as  a  way  of  giving  meaning  to  life  and  of  coping  with  the 
environment  (Lerner  &  Steinberg,  2009).  The  growing  number  of  studies  of 
religiosity  and  mental  health,  mainly  from the  US,  has  certainly  helped  renew 
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interest in religiosity among psychiatrists and psychologists (Lerner & Steinberg, 
2009). This is despite – or may be because of - the fact that psychiatrists in the US 
are less religious than other physicians (Curlin et al., 2007) and psychologists show 
low rates of conventional religious affiliation and participation compared with the 
US public at large (Bergin & Jensen 1990). In general, the US can be considered a  
more religious country than the Netherlands, which is becoming more secular, like 
other  Western  European  countries  (Becker,  de  Hart,  Arnts,  2006).  This  trend 
toward secularization is reflected by the more social, and less sacred, nature of  
religious institutions (Turner, 2011). This leads to the apparent paradox that while 
increasingly  fewer  Dutch  citizens  go  to  church,  religiosity  is  still  seen  as  an 
important part of modern society, as reflected by its role in social issues, income 
and  employment,  health  and  health  style,  criminality,  social  coherence,  and 
experienced happiness (Brents &  Berghuijs, 2016). In the US, nationality mainly 
stems from the associated life provided by the numerous denominations (Turner, 
2011). These religious denominations provide the social glue that connects each 
new  generation  with  the  nation  (Turner,  2011,  p.  143).  In  the  Netherlands, 
secularization  will  hopefully  result  in  renewed  interest  and  openness  about 
religiosity,  also  among psychiatrists  and psychologists.  This  might  increase  the 
trust  of  some religious groups in  mental  health  care and diminish the delay in 
seeking help as a consequence (Koenig, 2012). 
The overall aim of the studies described in this thesis is to extend our knowledge of  
the association between the religiosity of pre-adolescents and adolescents, their 
parents and schools, and internalizing and externalizing problem behaviors. The 
specific research questions are highlighted in ‘Aims and outline of this thesis’, the 
last part of this Introduction. Here, I provide a  background to the field of religion 
and  mental  health,  by describing  major  general  topics  of  research  in  this  field 
(operationalization  of  religiosity,  religiosity  and  physical  health,  religiosity  and 
mental  health,  religiosity  and  coping  and  explaining  the  relationship  between 
religiosity and mental health), followed by a more specific background to mental 
health  research  in  pre-adolescents/  adolescents  and  a  description  of  the 
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operationalization of religiosity and mental health in TRAILS (Tracking Adolescents’ 
Individual Lives Survey). However, before going into more detail, I first describe a 
number of possible conceptual frameworks for the studies of this thesis.
16
Conceptual Frameworks
Many  (partly  overlapping)  conceptual  frameworks  (in  the  literature  also  called 
models,  mechanisms, and theories)  are relevant to  the above-mentioned major 
general  topics of  research in the field of  religiosity and mental  health (Moreira-
Almeida et al., 2006).
An  essential  question  is  whether  religiosity  can  be  seen  as  being  beneficial,  
detrimental,  or  neutral  in  regard to  psychological  symptoms.  Religion has been 
used to justify hatred and aggression and as a means to gain power or control over 
vulnerable individuals. Religion may also foster rigid thinking, leading to anxiety,  
fear,  and  excessive  guilt  (Koenig,  2012).  Where  Freud  (1927)  and others  saw 
religiosity as a maladaptive way of handling the harsh reality of life and intrapsychic 
conflict, other psychologists (Allport, 1960; Allport & Ross, 1967) see religiosity as 
a source of meaning and stability in an uncertain world and as being conducive to 
positive psychological health (Hackney & Sanders, 2003). The studies of this thesis 
were  designed  to  investigate  whether  religiosity  has  a  beneficial  effect  on 
psychological symptoms. 
Further  conceptualization  has  taken  place  from  different  perspectives, 
psychological  as  well  as  sociological.  Without  the  intention  of  being 
comprehensive, the following frameworks have been mentioned in the literature: 
 From the perspective of the relation between religiosity and well-being, 
Cohen & Wills (1985) made the distinction between the main- or direct-
effect  model,  in  which  religiosity  has  a  positive  effect  on  wellbeing 
regardless  of  the  presence  or  absence  of  stress  factors,  and  the 
buffering model, in which religiosity only influences mental health in the 
presence of stress (Pieper & van Uden, 2005). 
 From a cognitive-behavioral perspective (James & Wells, 2003),  two 
models  have been described,  namely,  one model  which provides a 
basis  for  guiding the appraisal  of  life  events,  and  a model  of  self-
regulation  of  thought  processes  and  behavior.  Religious  coping 
enables a person to appraise life events and provides meaning to life, 
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increasing a  person’s  acceptance  of  events,  which in  turn  provides 
comfort and hope in times of adversity (Pargament, 1997; Pieper, de 
Vries-Schot,  van  Uden,  2012;  Koenig,  McCullough,  Larson, 2001, 
Koenig,  King,  Carson, 2012).  Also,  religiosity generates peace, self-
confidence, and a forgiving attitude toward personal failures and those 
of  others  (Moreira-Almeida,  Lotufo  Neto,  Koenig,  2006;  Pieper,  de 
Vries-Schot,  van  Uden,  2012),  which  is  helpful  for  dealing  with 
different aspects of life. Many religions foster a spirit of self-regulation, 
by prescribing behaviors that have a positive influence on health, such 
as being moderate in eating and drinking, in smoking and drug use, 
being monogamous,  or  adhering to   rules and regulations  (Koenig, 
McCullough,  Larson, 2001,  Koenig,  King,  Carson, 2012;  Moreira-
Almeida, Lotufo Neto, Koenig, 2006; Cotton et al., 2006; Rew & Wong, 
2006;  Bonelli  &  Koenig,  2013).  Also  public  and  private  religious 
practices bring a feeling of peace and lower anxiety and frustration. 
This has  proven effective in times of adversity (Koenig,  McCullough, 
Larson, 2001,  Koenig,  King,  Carson, 2012;  Moreira-Almeida,  Lotufo 
Neto,  Koenig,  2006).  A  commonly  studied  religious  practice  is 
meditation, which has been reported to decrease a range of mental 
health problems (Benson, 1975; Shapiro, 1994; Alexander, Robinson, 
Rainforth, 1994). Children who prayed frequently reported significantly 
higher  levels  of  positive  health  behaviors  than  children  who  never 
prayed (Rew,  Wong,  Sternglanz,  2004).  Public  and private religious 
practices  can  be  seen  as  different  ways  to  achieve  greater  self-
regulation.  
 The intergenerational religious transmission model holds that parental 
religiosity steers offspring religiosity (Regnerus, 2003a;  Barton et al., 
2014; Flor & Knapp 2001). For example, if children are taught that God 
is all-powerful, all-knowing, present everywhere, personal and friendly, 
this impacts the image of  God that  one develops in childhood, and 
18
influences the extent to which a person’s religiosity will be integrated 
into  daily  life  (Koenig,  McCullough,  Larson, 2001;  de  Vries-Schot, 
Pieper, van Uden, 2012).  
 Religious  people  often  have  extended  social  networks  and  feel 
supported  by  their  group  or  congregation  (Moreira-Almeida,  Lotufo 
Neto, Koenig, 2006; Miller  & Gur, 2002; Wills, Yaeger, Sandy, 2003; 
Varon  &  Riley,  1999).  Active  involvement  in  a  religious  community 
enhances the chance at making social contacts that may develop into 
supportive  friendships.  This  results  in  emotional  support  needed  to 
cope with life events and can prevent internalizing and externalizing 
problems (Koenig,  McCullough, Larson, 2001). This  is referred to in 
the literature as the social support theory. 
 Durkheim’s ([1897] 1951) sociological interest in religiosity can be seen 
as a way to establish increased social integration. He defined religion 
in terms of affiliation, practice and belief (Purdam, 2007). His theory 
was  extended  to,  for  example,  the  social  control  theory,  which 
postulates  that  interaction  with  others  (peers  and  adults)  reinforces 
moral norms and fosters social attachment (Bainbridge, 1989; Stark & 
Bainbridge,  1996).  Religious  individuals  were  less  likely  than  those 
who  are  not  religious  to  commit  delinquent  acts,  but  only  in 
communities where the majority of people are actively religious (Stark 
& Bainbridge 1996; Stark et al, 1982). 
 Another important framework is the intrinsic-extrinsic concept (Allport, 
1960),  with  intrinsic  religious  motivation  being  the  best  indicator  of 
religious commitment. According to this theory, the intrinsically religious 
person is internally committed and motivated by religious beliefs, while 
the extrinsically religious person uses his/her religious views to provide 
security, comfort, status, or social support for himself/herself (Allport & 
Ross,  1967).  The  quest  phase  has  been  added  to  the  concept  of 
intrinsic and extrinsic religiosity as a distinct religious orientation that is 
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characterized less by dogmatic and doctrinal beliefs and more by belief 
in  spiritual  development  as a journey that  involves  questioning and 
doubting (Messay, Dixan, Rye, 2012). However, others regard quest as 
being  an  intermediate  expression  of  religiosity  in  a  developmental 
model (Watson et al., 1988). 
 Religious  development  (whenever  this  is  the  case)  is  a  process  of 
internalizing religious beliefs and of integrating religion in a person’s 
life,  and  is  part  of  the  development  of  an  authentic  personality. 
Religiosity becomes integrated in  the person’s life and vice versa, as 
reflected in the biopsychosocialspiritual model  (de Vries-Schot et al., 
2008), which integrates several different conceptual frameworks. This 
model can be seen as a chair with four legs, each of which is needed 
to keep a good balance and to promote health development (de Vries-
Schot, 2012). The  integration of religiosity is already in progress at a 
young age. In this process, religiosity provides coherence and direction 
to a person’s life and leads to trust and loyalty. Also, religiosity puts 
personal attitudes in a larger frame of reference. In this way, religiosity 
provides quality and stability to people, also in times of adversity and 
even death. 
The many different definitions of religiosity used and their application  in different 
fields of research, with the many possible interacting measures and questionnaires 
as  a  consequence,  might  explain  the  varying  results  found  regarding  the 
association between different aspects of religiosity and mental health (Hackney & 
Sanders, 2003). 
From the above, it is clear that multidimensional measures of religiosity are to be 
preferred to single item measures (Larson et al., 1986). This thesis made use of 
three basic questions, as used in TRAILS. Although the choice of these questions 
was not based on a specific theory, these questions  are consistent with the model 
of  Christian  Religiosity  Dimensions  (Purdam  et  al.,  2007),  which  covers  the 
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dimensions religious belief, religious affiliation with a church or denomination, and 
organizational  religiosity,  already  introduced  by  Durkheim  ([1897]  1951).  Many 
elements  of  the  above-mentioned  frameworks  are  used  when  discussing  the 
results of the various studies described in this thesis. 
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Overview of main research areas
After discussing possible conceptual frameworks this section provides an overview 
of the main directions of research in religiosity and mental health. 
Operationalizing religiosity
The relatively young field of research into religiosity and mental health has – as is  
described  above  -  been  complicated  by  difficulties  in  the  operationalization  of 
religiosity, for which there are many definitions (Schilderman, 2014). An often-used 
definition is: ‘Religiosity is an organized system of beliefs, practices, rituals, and 
symbols  designed  to  facilitate  closeness  to  the  sacred  or  transcendent  (God, 
higher power,  or ultimate truth/reality)’ (Koenig, McCullough, Larson, 2001). The 
term spirituality is nowadays closely connected to religiosity and is often described 
as the more personal experience of the divine. The following definition is possible: 
‘Spirituality is the personal quest for understanding answers to ultimate questions 
about life, about meaning, and about relationship to the sacred or transcendent’ 
(Koenig,  McCullough,  Larson,  2001).  In  more  recent  research,  religiosity  and 
spirituality  are  often  taken  together,  as  they  are  recognized  as  closely  related 
constructs  (Wong,  Rew,  Slaikeu,  2006;  Dew  et  al.,  2008;  Cotton,  McGrady, 
Rosenthal, 2010; Rew & Wong, 2006). Although in most studies (72%), religious 
involvement is modestly associated with a better mental health (Bonelli & Koenig, 
2013; Koenig,  McCullough, Larson, 2001; Koenig,  King, Carson, 2012), a quarter 
(28%) found no association or even a negative association between religiosity and 
mental health. Koenig, McCullough, Larson (2001) described 12 major dimensions 
(or groups of measurements) of religiosity:  religious belief, religious affiliation or 
denomination,  organizational  religiosity,  non-organizational  religiosity,  religious 
commitment/motivation, religious ‘quest’, religious experience, religious conversion, 
religious  well-being,  religious  coping,  religious  knowledge,  and  religious 
consequences. This might be mainly an academic concern, as experts are trained 
to discern different dimensions, while participants respond more to the concept of 
religion as a whole, which was the case for example in developing the new Mature 
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Religiosity Scale (de Vries-Schot et al., 2012).
Two  important  aspects  need  to  be  highlighted.  First,  organizational  religiosity 
mostly  refers  to  church attendance,  but  can also refer  to  participation in  study 
groups  or  other  religious  social  activities.  Church  attendance  is  an  often-used 
unidimensional  variable  (Wong,  Rew,  Slaikeu,  2006;  Dew et  al.,  2008;  Cotton, 
McGrady, Rosenthal,  2010), and can be seen as a behavioral,  more outside or 
distal characteristic of religiosity (Cotton et al., 2006), like religious affiliation. There 
is growing consensus in the literature that proximal measures of religiosity, such as 
salience of religiosity, intrinsic religiosity or personal devotion, may have a stronger 
positive association with mental health measures than distal, more institutional or 
behavioral measures, that probably measure the least existential relevant aspects 
of religiosity (Hackney & Sanders, 2003). The other important aspect concerns the 
intrinsic-extrinsic concept (Allport,  1960),  with intrinsic religious motivation being 
the best indicator of religious commitment. The religious quest phase has been 
added to  the concept  of  intrinsic  and  extrinsic  religiosity  as  a  distinct  religious 
orientation that is characterized less by dogmatic and doctrinal beliefs and more by 
belief in spiritual development as a journey that involves questioning and doubting 
(Messy,  Dixan,  Rye,  2012).  Quest  has  the  following  characteristics:  asking 
existential questions without reducing their complexity, self-criticism, and openness 
to change (Batson & Ventis, 1982). Batson & Ventis (1982) see the quest phase as 
another dimension of religiosity (in addition to intrinsic and extrinsic religiosity) and 
therefore  as  a  lifelong  orientation.  However,  others  regard  quest  as  being  an 
intermediate expression of religiosity in a developmental model, in the sequence of 
extrinsic-quest-intrinsic, an idea that has been supported by some empiric research 
(Watson et al., 1988). The quest phase can thus be seen as a phase in which the 
individual forms a more authentic approach to religiosity and which is associated 
with  temporary  personal  distress  and  increased  anxiety  (Kojetin  et  al.,  1987). 
Others have called quest the ‘workshop of doubt’ (Allport, 1960). In summary, quest 
is a complex construct and may be associated with temporary personal distress 
and anxiety (Messay, Dixan, Rye, 2012). 
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In surveys, it is recommended that three main dimensions of religiosity should be 
targeted,  namely,  religious  belief  (measuring the  degree of  religiosity  as  in  the 
degree of dogmatism or salience of belief for example), religious affiliation with a 
church  or  denomination, and  organizational  religiosity  (for  example  church 
attendance) (Purdam et al., 2007). A multidimensional measure was constructed on 
the base of information from three questions, based on these three dimensions of 
religiosity.
Religiosity and physical health
In the handbooks on religiosity and health  (Koenig,  McCullough, Larson, 2001, 
Koenig,  King, Carson, 2012), the chapters on religiosity and physical health are 
slightly  longer  than  the  chapters  on  religiosity  and  mental  health.  There  is  a 
considerable literature on the association between religiosity and for example heart 
disease,  hypertension,  cerebrovascular  disease,  cancer,  and  mortality  (Koenig, 
McCullough,  Larson, 2001,  Koenig,  King,  Carson, 2012).  The  conclusion  of 
numerous reviews  is  that  religious  people  enjoy  better  physical  health  (Son  & 
Wilson, 2011). There are different reasons for this positive association. First, the 
definition  of  ‘Health’ according  to  the  World  Health  Organization  (WHO,  1948) 
‘health is a state of complete physical, mental, and social well-being and not merely 
the absence of disease or infirmity’ means that physical health, mental health, and 
social  wellbeing  are  closely  interrelated.  Religiosity  can  be  seen  as  a  factor 
underlying the adoption and maintenance of a healthy lifestyle that lowers the risk 
of  cancer,  hypertension,  coronary heart  disease, and stroke,  for example.  Also, 
being religious is associated with lower psychosocial stress, higher optimism, less 
hostility, anxiety and depression, which all also have important, positive roles in the 
onset  and  course  of,  for  example,  coronary  heart  disease,  while  psychosocial 
factors are known to increase susceptibility to diseases such as cancer (Koenig, 
McCullough, Larson, 2001, Koenig, King, Carson, 2012). 
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Religiosity and mental health
As mentioned earlier, religiosity and mental health is a growing area of research. 
Overall, 72% of studies have shown religiosity to be beneficial to mental health 
(Bonelli  & Koenig, 2013), although results depend on the type of mental  health 
problem.  Religious  involvement  is  beneficial   in  stress-related  disorders,  as 
religiosity can be seen as a protective factor against suicide risk. Also, most studies 
report  beneficial  effects  of  religiosity  in  the  case  of  substance  use  (Bonelli  & 
Koenig,  2013).  This  is  also  true  for  depression,  although  this  effect  may  be 
moderated by whether a person is internally committed and motivated by religious 
beliefs, or whether religion is used for other reasons (Koenig, McCullough, Larson, 
2001; Koenig, King, Carson, 2012). These studies mainly involved adults (Koenig, 
McCullough,  Larson,  2001;  Koenig,  King,  Carson,  2012)  or  older  individuals 
(Braam,  2001;  Braam et  al.,  2004;  Braam et  al.,  2010).  There  is  only  limited 
evidence  that  religiosity  is  associated  with  psychiatric  disorders  in  children, 
although some studies report that it affects depressive symptoms (Abbotts et al.,  
2004; Miller & Gur, 2002). Further, there is insufficient evidence that it has an effect 
on  bipolar  disorder  and  schizophrenia.  For  most  other  psychiatric  disorders, 
however,  such  as  eating  disorders,  sexual  disorders,  phobic  anxiety  disorders, 
obsessive-compulsive  disorders,  dissociative  disorders,  somatoform  disorders, 
personality  disorders,  there  is  no  evidence  that  religiosity  has  beneficial  or 
protective effects (Bonelli & Koenig, 2013). 
Religiosity and coping
The handbooks on religiosity and on health (Koenig, McCullough, Larson, 2001, 
Koenig, King, Carson, 2012) both contain a chapter on ‘religiosity and coping’. As 
reflected by the number of studies referenced in the two handbooks (doubling from 
± 125 studies in the first handbook (1800s-2000) up to ±360 studies in the second 
handbook  (2000-2009),  the  number  of  publications  in  this  specific  domain  of 
research is growing. Religious coping can be described as a mechanism with the 
ability to relieve stress, provide clarity, and enable individuals to navigate their lives 
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on  a  daily  basis.  Ultimately,  it  contributes  to  a  heightened  level  of  effective 
emotional living,  elements that are intrinsically linked to psychological  wellbeing 
(Kelly,  2004).  The  term  religious  coping  is  often  captured  in  a  single  direct 
questions:  ‘To  what  extent  do  you  use  religion  to  help  cope  with  stress’,  with 
responses ranging from ‘not  at  all’ to ‘a great  extent’,  although Pargament and 
colleagues (Pargament, 1997; Pargament, Feille, Brudzy, 2011) have developed 
measures  for  both  positive  and  negative  religious  coping.  Generally  speaking, 
there is a positive association between positive religious coping and wellbeing, and 
a negative association between negative religious coping and wellbeing (Pieper, de 
Vries-Schot, van Uden, 2012). New instruments are currently being developed for 
research  in  this  field,  as  both  the  secularization  and  the  development  of  a 
multireligious society in many western countries, for instance the Netherlands, has 
meant that  researchers need to adjust  their  instruments for measuring religious 
coping. 
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Religiosity and mental health in pre-adolescents and adolescents
In (pre-)adolescence an identity transition into young adulthood takes place, which 
includes  the  potential  integration  and  internalization  of  religiosity.  Religiosity  is 
recognized as one of  the many factors that may influence the mental health of  
youths (Schulenberg, Maggs, Hurrelmann, 1999; Koenig, King, Carson, 2012), by 
giving meaning to life and helping individuals to cope with the environment (Lerner 
& Steinberg, 2009). Along with the development of an authentic personality, the 
proportion of internalized religious beliefs increases, leading to the integration of 
religiosity in the person’s life (Kirkpatrick, 1985; de Vries-Schot et al., 2008). 
Only a few cross-sectional studies of  religiosity and mental  health have 
targeted the pre-adolescent age group. One study from West Scotland investigated 
more  than  2500  11-year-old  pre-adolescents  from  the  two  main  Christian 
denominations  in  West  Scotland,  studying  the  association  between  church 
attendance and mental health (Abbotts et al., 2004).  Aggression was found to be 
less  prevalent  among weekly  attendees of  both  denominations.  Weekly  church 
attendance  was  associated  with  better  self-esteem,  less  anxiety,  and  less 
depression among Catholic children and with less self-esteem, more anxiety, and 
more depression among Church of Scotland children. The key factor was whether 
church attendance was normative within the peer group, as it is for Catholics in this 
context. A cross-sectional study analyzed whether maternal church attendance was 
associated with pre-adolescent mental health and social functioning (Varon & Riley, 
1999)  while  another  cross-sectional  study  of  8-to  12-year-olds  examined  the 
association  between  children’s  use  of  prayer  and  perceived  stress  and  health 
behaviors (Rew, Wong, Sternglanz, 2004).
Religiosity and mental health have been studied more frequently in adolescents, 
with most cross-sectional studies reporting positive associations between religiosity 
and mental health (Cotton et al., 2006; Hackney & Sanders, 2003, Wong, Rew, 
Slaikeu, 2006; Pearce, Little, Perez, 2003, Dew et al., 2008, Harakeh et al., 2012).  
Associations seem to be stronger among older adolescents than among younger 
adolescents (Wong, Rew, Slaikeu, 2006). All these studies of adolescents, with the 
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exception of the study of Harakeh et al. (2012), were from the US. There have 
been very few studies of multiple religions or cross-national studies (Bornstein et 
al., 2017). We found only a few longitudinal studies of religiosity and mental health 
in children, and the religiosity of children themselves was not always measured 
(Bartkowski, Xu, Levin, 2008; Bornstein et al., 2017; Petts, 2014). Several (but not 
all)  studies took the environment  of  the pre-adolescent  or  adolescent,  such as 
religiosity of parents and/or schools for example, into consideration (Barton et al., 
2014;  Bartkowski,  Xu,  Levin,  2008;  Mahoney,  2005;  Power  &  McKinney,  2012; 
Strayhorn, Weidman, Larson, 1990; Varon & Riley, 1999; Bornstein et al., 2017; 
Petts, 2014), as we did in our studies. Lastly, it has to be kept in mind that religious 
adolescents  are  less  likely  to  report  negative  internalizing  outcomes,  such  as 
problems with low self-esteem and general  maladjustment (Barton et  al.,  2014; 
Bergin et al., 1988).
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Operationalizing religiosity and mental health in trails
Operationalization of religiosity in TRAILS
This thesis is based on data collected in TRAILS (Tracking Adolescents’ Individual 
Lives Survey), a prospective longitudinal study involving a population-based cohort 
(n=2230) and a clinic-based cohort (n=543). TRAILS was designed to  chart and 
explain the development of, and risk factors for, mental health problems as children 
progress  from  pre-adolescence  to  adulthood.  Both  cohorts  were  asked  about 
religiosity,  as it  could  be a  risk  or  protective  factor  in  the development  of  pre-
adolescents into adults. Three questions were used to define religiosity, namely, 1) 
Do you consider yourself as a religious person? 2) Are you affiliated with a church 
or  denomination?  3)  How frequently  do  you  attend  church?  As  such,  the  first 
question says something about the salience of religiosity and is a simple way of 
measuring intrinsic religiosity. 
The  second  question,  about  religious  denomination,  says  something  about 
commitment to religion, while the third question evaluates the frequency of religious 
behavior as a proximal measure of religiosity. In this way, these three questions 
cover the dimensions of religiosity that have been suggested in the literature as 
relevant to surveys (Purdam et al., 2007). The combination of this information was 
used to create a stable religiosity variable, which was used in all the studies of this  
thesis. 
In addition, we also used the SOCON questionnaire, which is a Dutch sociological 
questionnaire that has been used in national and international research (ter Voert, 
1993; te Grotenhuis & Scheepers, 2001). SOCON has 36 statements on religiosity 
for adults and 9 questions specifically designed for, and to be answered by, pre-
adolescents.  The  questions  are  categorized  in  the  following  scales:  ‘Christian 
religiosity’,  ‘Humanistic  beliefs’,  and  ‘Denial  higher  power’  (ter  Voert,  1993;  te 
Grotenhuis & Scheepers, 2001).
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Operationalization of mental health in TRAILS
Differences  in  the  operationalization  of  mental  health  are  considered  an 
explanation  for  the  different  outcomes  of  studies  of  the  association  between 
religiosity and mental health (Bonelli & Koenig, 2013). Positive measures of mental 
health  (such as wellbeing)  have revealed a positive  association with  religiosity, 
whereas negative mental health measures (such as anxiety, depression etc) have 
yielded ambiguous results (Janssen et al., 2005). In our studies, we used negative 
measures of mental health (problem behavior questionnaires), assessed with the 
Youth  Self  Report  (YSR)  (Achenbach,  1991b),  the  Adult  Self  Report  (ARS) 
(Achenbach & Rescorla, 2003), the Child Behavior Checklist (CBCL) (Achenbach, 
1991a),  and the Teacher’s  Checklist  of  Psychopathology (TCP).  The latter  was 
developed by the TRAILS team and contains descriptions of behaviors, based on 
the Teacher’s Report Form (TRF) (Achenbach, 1991c). The TCP was developed to 
reduce the correspondent burden for teachers, as each had multiple adolescent 
participants to report on. This measure contains descriptions (vignettes) of problem 
behaviors corresponding to the syndrome scales of the YSR and CBCL, namely 
‘anxious/depressed’,  ‘withdrawn/depressed’,  ‘physical  complaints’,  ‘aggressive 
behavior’ and ‘delinquent behavior’. Some of the studies described in this thesis 
made use of  these syndrome scales,  while  other  studies used sum scores for 
internalizing and externalizing problem behavior.
30
Aims and outline of this thesis 
The  studies  of  this  thesis  were  designed  to  extend  our  knowledge  of  the 
association  between  religiosity  and  the  mental  health  of  pre-
adolescents/adolescents, and of the association between the religious environment 
of pre-adolescents/adolescents and mental health. More specifically, the aims were 
as follows: 
 To determine the relationship between parental religiosity, parental harmony on 
the  subject  of  religiosity,  and  the  mental  health  of  pre-adolescents  in  a 
population-based cohort. Results are described in Chapter 2.
 To investigate the association between the religiosity of pre-adolescents and 
parents, and pre-adolescents’ psychiatric problems in a clinic-referred cohort. 
Results are described in Chapter 3.
 To examine the influence of the religiosity of pre-adolescents with psychiatric 
problems and the religiosity of fathers and mothers on mental health during 
adolescence. Religiosity was measured using self-report and information from 
mothers  and  fathers  at  baseline,  resulting  in  three  categorical  religiosity 
variables (similar to the variables used in Chapters 2 and 3) and nine SOCON 
scales  (Social  Cultural  Developments  questionnaire)  (three  with  information 
provided by the pre-adolescent, three with information provided by the mother 
and three with information from mother about father). Results are described in 
Chapter 4.
 To  study  whether  religious  harmony/disharmony between  parents,  between 
pre-adolescents  and  mothers,  between  pre-adolescents  and  fathers,  and 
between  pre-adolescents  and  schools,  is  a  risk  factor  for  internalizing  and 
externalizing problem behaviors in pre-adolescents and adolescents. Results 
are described in Chapter 5.
 To investigate whether religiosity influences exposure to stressful life events 
(SLEs)  in  early  adolescence  and  whether  church  attendance  in  pre-
adolescence and harmony of parents on the subject of religiosity, moderates 
the  effects  of  SLEs,  resulting  in  fewer  problem  behaviors.  Results  are 
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described in Chapter 6. 
Lastly,  in  Chapter  7  the results  are  summarized and integrated,  as part  of  the 
general discussion, in which implications for clinical care and possible directions for 
future research are also discussed.
32
References
Abbotts JE, Williams RGA, Sweeting HN, West PB. Is going to church good or bad 
for you? Denomination, attendance and mental health of children in West 
Scotland. Soc Sci & Med 2004;58:645-56.
Achenbach  TM.  (1991b).  Manual  for  the  Youth  Self-Report  and  1991  profile.  
Burlington VT.
Achenbach  TM,  Rescorla  LA.  (2003).  Manual  for  the  ASEBA adult  forms  &  
profiles. Burlington VT.
Achenbach TM. (1991a). Manual for the Child Behavior Checklist / 4-18 and 1991 
profile. Burlington VT: University of Vermont.
Achenbach TM. (1991c). Manual for the Teachers Report Form and 1991 profile. 
Burlington VT: University of Vermont.
Alexander  CN,  Robinson  P,  Rainforth  M.  Treatment  and  preventing  alcohol,  
nicotine, and drug abuse through transcendental meditation: a review and 
statistical meta-analysis. Alcohol Treat Q 1994;11:13-87.
Allport GW. (1960). Personality and social encounter. Selected essays. Beacon  
Press, Boston.
Allport GW, Ross JM. Personal religious orientation and prejudice.  J Pers Soc  
Psychol 1967;5:432-43.  
American  Psychiatric  Association  (1994).  Diagnostic  and  statistical  manual  of  
mental  disorders  (4th edition).  Washington,  D.C.:  American  Psychiatric 
Association.
American  Psychiatric  Association  (2013).  Diagnostic  and  statistical  manual  of  
mental  disorders  (5th edition).  Washington,  D.C.:  American  Psychiatric  
Association. 
Bainbridge WS. The religious ecology of deviance. Am Sociol Rev 1989 54:288-95. 
Bartkowski JP, Xu X, Levin ML. Religion and child development: evidence from the 
early childhood longitudinal study. Soc Sci Res 2008 37:18-36. 
Barton AL, Snider JB, Vazsonyi AT, Cox JL. Adolescent religiosity as a mediator of 
the  relationship  between  parental  religiosity  and  adolescent  health  
33
outcomes. J Relig Health 2014;53:86-94. 
Batson  CD,  Ventis  WL.  (1982).  The  religious  experience:  a  social-
psychological perspective. Oxford University Press, New York.
Becker J, de Hart J, Arnts L. (2006). Godsdienstige veranderingen in Nederland, 
verschuivingen in de binding met de kerken en de christelijke traditie. S
ociaal en Cultureel Planbureau. Den Haag. 
Bergin  AE,  Jensen  JP.  Religiosity  of  psychotherapists:  a  national  survey.  
Psychotherapy 1990;27:3-7. 
Bergin  AE,  Stinchfield  RD,  Gaaskin  TA,  Master  KS,  Sullivan  CD.  Religious  
life-styles  and  mental  health:  an  exploratory  study.  J  Couns  
Psychol1988;35:91-98. 
Benson H. (1975). The relaxation response. Morrow, New York. 
Bonelli RM, Koenig HG. Mental disorders, religion and spirituality 1990-2010: A 
systematic evidence-based review. J Relig Health 2013;52: 657-673.
Bornstein MH, Putnick DL, Lansford JE, Al-Hassan SM, Bacchini D, Bombi AS,  
Chang L, Deater-Deckard K, Giunta LD, Dodge KA, Malone PS, Oburu P, 
Pastorelli C, Skinner AT, Sorbring E, Steinberg L, Tapanya S, Tirado LMU, 
Zellig A, Alampay LP. ‘Mixed blessings’: parental religiousness, parenting, 
and child  adjustment in global perspective.  J Child  Psychol Psychiatry 
2017;58:880-92. 
Braam AW. (2001). Religion and depression in later life an empirical approach.  
Amsterdam, Rozenberg Publishers. 
Braam AW, Eeden P van den, Prince MJ, Beekman ATF, Kivelä SL, Lawlor BA,  
Birkhofer A, Fuhrer R, Lobo A, Magnusson H, Mann AH, Meller I, Roelands 
M,  Skoog  I,  Turrina  C,  Copeland  JRM.  Religion  as  a  cross-cultural  
determinant  of  depression  in  elderly  Europeans:  results  from  the  
EURODEP collaboration. Psychol Med 2010;31:803-14.  
Braam AW,  Hein  E,  Deeg  DJH,  Twisk  JWR,  Beekman  ATF,   van  Tilburg  W.  
Religious involvement and 6-year course of depressive symptoms in older 
Dutch citizens: Results from the longitudinal  aging study Amsterdam.  J  
34
Aging Health 2004;16:467-89. 
Brents T, Berghuijs J. (2016). God in Nederland 1996-2015. Utrecht, Ten Have. 
Cohen S, Wills TA. Stress, social support, and the buffering hypothesis. Psychol  
Bull 1985;98:310-57.
Cotton S, McGrady ME, Rosenthal SL. Measurement of religiosity/spirituality in  
adolescent  health  outcomes research:  trends and  recommendations.  J  
Relig Health 2010;49:414-44. 
Cotton S, Zebracki MA, Rosenthal SL, Tsevat MD, Drotar D. Religion/spirituality  
and adolescent health outcomes: a review. J Adolesc Health 2006;38:472-
80.
Curlin FA, Odell SV, Lawrence RE, Chin MH, Lantos JD, Meador KG, Koenig HG. 
The relationship between psychiatry and religion among U.S. physicians.  
Psych Serv 2007;58:1193-98. 
Dew  RE,  Daniel  SS,  Armstrong  TD,  Goldston  DB,  Triplett  MF,  Koenig  HG.  
Religion/Spirituality and adolescent psychiatric symptoms: a review. Child 
Psychiatry Hum Dev 2008;39:381-98. 
Durkheim E. ([1897] 1951). Suicide: A study in Sociology, translated by John a.  
Spaulding and George Simpson. Glencoe, IL: Free Press. Edmundson M. 
(2007).  The  death  of  Sigmund  Freud:  The  legacy  of  his  last  days.  
Amsterdam: De Arbeiderspers.
Flor  DL,  Knapp  NF.  Transmission  and  transaction:  predicting  adolescents’  
internalization of parental religious values. J Fam Psychol 2001;15:627-45.
Freud S. (1927). De toekomst van een illusie. Amsterdam: Boom. Grotenhuis M te, 
Scheepers PLH. Churches in Dutch: Causes of religious disaffiliation in the 
Netherlands, 1937-1995. J Sci Stud Relig 2001 40;591-606.
Hackney CH,  Sanders  GS.  Religiosity  and Mental  Health:  A Meta-Analysis  of  
Recent Studies. J Sci Stud Relig 2003;42:43-55.
Harakeh Z,  de Looze ME, Schrijvers CT, van Dorsselaer SA, Vollebergh WA. I
ndividual and environmental predictors of health risk behaviours among  
Dutch adolescents: the HBSC study. J Public Health 2012;126:566-73.
35
Jagt W van der, Vries-Schot MR de, Deurzen PAM van, Klip H, Buitelaar JK. The 
association between stressful life events and religiosity in adolescents. The 
TRAILS study. Submitted.
Jagt  W van der,  Vries-Schot MR de, Deurzen PAM van, Klip  H,  Buitelaar  JK.  
Religious environment in lives of pre-adolescents: a temporary risk factor 
for mental health. The TRAILS study. Submitted.
Jagt  W van der,  Vries-Schot MR de, Scheepers P,  Deurzen PAM van, Klip H,  
Buitelaar  JK.  Longitudinal  study  of  religiosity  and  mental  health  of  
adolescents  with  psychiatric  problems.  The  TRAILS  study.  Eur  Psych  
2017;45:65-71. 
Jagt W van der, Vries-Schot MR de, Jong R de, Hartman CA, Verhulst FC, Klip H, 
van  Deurzen  PAM,  Buitelaar  JK.  The  relationship  between  (parental)  
religiosity and mental health of pre-adolescents with psychiatric problems. 
The TRAILS study. Eur Psych 2015;30:845-51.
Jagt W van der, Vries-Schot MR de, Jong R de, Verhulst FC, Ormel J, Veenstra R, 
Swinkels S, Buitelaar JK. The relationship between parental religiosity and 
mental  health of  pre-adolescents in a community sample.  The TRAILS  
study. Eur Child Adolesc Psychiatry 2011;20:253-60.
James A, Wells A. Religion and mental health: Towards a cognitive-behavioural  
framework. Br J Health Psychol 2003;8:359-76. 
Janssen F,  Bänziger  S,  Dezutter  J,  Hutsebaut  D.  Religion and mental  health:  
aspects  of  the  relation  between  religious  measures  and  positive  and  
negative mental health. Arch Psychol Rel 2005;27:19-44. 
Keller J. Spirituality as a coping mechanism. Dimens Crit Care Nurs 2004;23:162-
68.
Khalaf DR, Hebborn LF, Naja WJ. A critical comprehensive review of religiosity and 
anxiety disorders in adults. J Relig Health 2015;54:1438-50.
Kirkpatrick LA. A general attribution theory for the psychology of religion. J Sci Stud 
Relig 1985;24:1-20.
Koenig HG. Religion, spirituality, and health: the research and clinical implications. 
36
ISRN Psychiatry 2012;2012:278730. doi:10.5402/2012/278730.
Koenig HG, McCullough M, Larson DB. (2001). Handbook of religion and health: a 
century of research reviewed. New York: Oxford University Press.
Koenig HG, King D,  Carson VB.  (2012).  Handbook of  religion and health (2nd 
edition). New York: Oxford University Press.
Kojetin BA, McIntosh DN, Bridges RA, Spilka B. Quest: constructive search of  
religious conflict? J Sci Stud Relig 1987;26:111-115.
Larson  DB,  Pattison,  EM,  Blazer,  DG,  Omran,  AR,  Kaplan,  BH.  Systematic  
analysis  of  research  on  religious  variables  in  four  major  psychiatric  
journals, 1978-1982. Am J Psychiatry 1986;143:329-34. 
Lerner RM, Steinberg L. (2009). Handbook of adolescent psychology, volume 1.  
Religion and spirituality in adolescent development (3rd edition). John Wiley 
& Sons, 435-79.
Mahoney A. Religion and conflict in marital and parent-child relationships.  J Soc 
Issues 2005;61:689-706. 
Messay B, Dixon LJ, Rye MS. The relationship between quest religious orientation, 
forgiveness and mental health. Ment Health Relig Cult 2012;15:315-33. 
Miller L, Gur MMS. Religiosity, depression and physical maturation in adolescent 
girls. J Am Acad Adolsc Psychiatry 2002;41:206-14.
Moreira-Almeida A, Lotufo Neto F, Koenig H.G. Religiousness and mental health: a 
review. Rev Bras Psiquiatr 2006;28:242-50. 
Pargament KI. (1997). The psychology of religion and coping. Theory, research,  
practice. New York: Guilford Press. 
Pargament K, Feuille M, Burdzy D. The brief RCOPE: current psychometric status 
of a short measure of religious coping. Religions 2011;2:51-76
Pearce MJ, Little TD, Perez JE. Religiousness and depressive symptoms among 
adolescents. J Clin Child Adolesc Psychol 2003;32:267-76.
Petts, JP. Family, religious attendance, and trajectories of psychological well-being 
among youth. J Fam Psychol 2014;28:759-68. 
Pieper JZT, Vries-Schot MR de, Uden MHF van. Religious and receptive coping  
37
importance for the well-being of  Christian outpatients and parishioners.  
Arch Psychol Relig 2012;34:173-89.
Pieper JZT, Uden MHF van (2005).  Religion and coping in mental  health are.  
Amsterdam: Rodopi.
Power  L,  McKinney C.  Emerging  adult  perceptions  of  parental  religiosity  and  
parenting  practices:  relationships  with  emerging  adult  religiosity  and  
psychological adjustment. Psycholog Rel Spiritual 2013;5:99-109.
Purdam K, Afkhami R, Crockett A, Olsen W. Religion in the UK: An overview of  
equality statistics and evidence gaps. J Contemp Rel 2007;22:147-68. 
Regnerus M. Linked lives, faith, and behavior: intergenerational religious influence 
on adolescent delinquency. J Sci Stud Relig 2003a;42:189-203. 
Rew L, Wong YJ. A systematic review of associations among religiosity/spirituality 
and  adolescent  health  attitudes  and  behaviors.  J  Adolesc  Health 
2006;38:433-442. 
Rew  L,  Wong  YJ,  Sternglanz  RW.  The  relationship  between  prayer,  health  
behaviors, and protective resources in school-age children. Issues Compr 
Pediatric Nurs 2004;27:245-55. 
Son J, Wilson J. Religiosity, psychological resources, and physical health. J Sci  
Stud Relig 2011;50:588-603. 
Schilderman H. Religion as concept and measure.  Journal of empiricalheology 
2014;27:1-16. 
Schulenberg J, Maggs JL, Hurrelmann KH. (1999). Health risks and developmental 
transitions during adolescence. Cambridge University Press, 444-71.
Shapiro DH. Examining the context  and content  of  meditation:  a challenge for  
psychology  in  the  areas  of  stress  management,  psychotherapy  and  
religious values. J Human Psychol 1994;34:101-35.
Stark R. Religion as context: Hellfire and delinquency one more time. Sociology of 
Religion 1996;57:163-73. 
Stark R, Bainbridge WS. (1996). Religion, deviance, and social control. New York: 
Routledge. 
38
Stark  R,  Kent  L,  Doyle  DP.  Religion  and  delinquency:  the  ecology  of  a  ‘lost’  
relationship. J Res Crime Delinq 1982;19:4-24.
Strayhorn MJ, Weidman CS, Larson D. A measure of religiousness, and its relation 
to  parent  and  child  mental  health  variables.  J  Community  Psychol 
1990;18:34-43.
Turner BS. (2011). Religion and modern society. Citizenship, secularization and the 
State. Cambridge University Press, Cambridge.
Varon SR, Riley AW. Relationship between maternal church attendance and  
adolescent  mental  health  and  social  functioning.  Psychiatr  Serv  
1999;50:799-805. 
Vries-Schot MR de. (2006). Gezonde godsdienstigheid en heilzaam geloof. Delft: 
Eburon. 
Vries-Schot MR de. De spirituele dimensie in het biopsychosociaalspiritueelmodel 
(BPSS):  specificeerbaar  naar  christelijk  geloof?  Psyche  &  Geloof  
2012;23:80-8.
Vries-Schot  MR  de.  (2012).  Kinder-  en  jeugdpsychiatrie:  geloof  in  de  groei.  
Handboek psychiatrie, religie en spiritualiteit  (Verhagen P.J, van Megen  
H.J.G.M). Enschede, De Tijdstroom, 287-295.
Vries–Schot MR de, Uden MHF van, Heitink G, Pieper JZT. Healthy religiosity and 
salutary faith. Clarification of concepts from the perspective of psychology, 
psychiatry and of theology. J Emp Theol 2008;21:88-108. 
Vries-Schot MR de, Pieper JZT, Uden MHF van. ‘Mature Religiosity Scale. Validity 
of a new questionnaire’. European Journal of Mental Health 2012;7:57-71.
Voert M ter. The effect of religion on work attitudes in the Netherlands. Soc 
Compas 1993;40:33-44. 
Wills  TA,  Yaeger  AM,  Sandy  JM.  Buffering  effect  of  religiosity  for  adolescent  
substance use. Psychol Addict Behav 2003;17:24-31.
Watson PJ, Howard R, Hood RW jr,  Morris RJ. ‘Age and religious orientation’.  
RRR 1988;29:271-80.
Wong  YJ,  Rew  L,  Slaikeu  KD.  A  systematic  review  of  recent  research  on  
39
adolescent  religiosity/spirituality  and mental  health.  Issues Ment Health  
Nurs 2006;27:161-83.
World Health organization (WHO), www.who.int/about/mission/en/
40
Chapter 2
The relationship between parental religiosity 
and mental health of pre-adolescents
 in a community sample 
The TRAILS study
Willeke van der Jagt, Margreet de Vries-Schot, Rint de Jong, Frank C. 
Verhulst, Johan Ormel, René Veenstra, Sophie Swinkels, Jan Buitelaar
Published in European Child and Adolescent Psychiatry, 
2011;20:253-60
41
Abstract
Background. The purpose of  this  study is  to  examine the relationship  between 
parental religiosity, parental harmony on the subject of religiosity, and mental health 
of  pre-adolescents.  Methods.  In  a  community-based  sample  of  2230  pre-
adolescents (10-12 years) mental health problems were assessed using self-report 
(Youth Self-Report, YSR), parental report (Child Behavior Checklist, CBCL) as well 
as teacher report (Teacher Checklist for Psychopathology, TCP). Information about 
the religiosity of mothers, the religiosity of fathers and religious harmony between 
the  parents was obtained by parent  report.  Results.  The influence  of  maternal 
religiosity on internalizing symptoms depended on the religious harmony between 
parents. This was particularly apparent on the CBCL. Higher levels of internalizing 
symptoms were associated with parental religious disharmony (one parent being 
non-religious, one being religious) when combined with passive maternal religiosity. 
Boys  scored  themselves  as  having  more  externalizing  symptoms  in  case  of 
religiously  disharmonious parents.   The levels  of  internalizing and  externalizing 
symptoms  in  pre-adolescents  were  not  influenced  by  parental  religiosity. 
Conclusions. Religious disharmony between parents is a risk factor for internalizing 
problems when the mother is passively religious. Religious disharmony is a risk 
factor  on  its  own  for  externalizing  problems  amongst  boys.  Parental  religious 
activity and parental harmony play a role in the mental health of pre-adolescents.
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Introduction
Religiosity is an important aspect of many individuals’ lives, providing answers to 
fundamental  questions  relating  to  the  meaning  of  life.  By  shaping  fundamental 
beliefs and behaviors, religiosity may influence the mental health of  individuals. 
The 4th edition of the Diagnostic and Statistical Manual of Mental Disorders in 1994 
introduced a new category because of this, namely V62.89 ‘religious or spiritual 
problem’ (APA, 1994). Throughout the child’s development, the religiosity of the 
parents is also of importance. Parental religiosity and religious identity serve as 
important  early  resources  upon  which  children  draw  when  forming  their  own 
religious identity, developing their religious beliefs, and shaping their behaviors. 
Few studies have examined the relationship between religiosity and mental 
health in children prior to adolescence. In a study among more than 2,500 11-year-
old pre-adolescents from the two main Christian denominations in West Scotland, 
the  relationship  between  church  attendance  and  mental  health  was  analyzed 
(Abbots et al., 2004). Mental health questions were answered by children, parents 
and teachers.  Levels of church-attendance were low among those affiliated with 
the Church of Scotland and relatively high among Catholics. Aggression was found 
to  be  less  prevalent  among  weekly  attendees  of  both  denominations.  Weekly 
church attendance was associated with better self-esteem, less anxiety and less 
depression  for  Catholics  and   with  less  self-esteem,  more  anxiety  and  more 
depression for children with a Church of Scotland affiliation. The only mental health 
measure  to  show  a  similar  relationship  with  church  attendance  in  both 
denominations  was  aggression.  Also,  aggression  was  consistently  scored  by 
children, parents and teachers. However, the results on depression showed a lack 
of parental awareness of depression in their children. It is suggested that the key 
issue for these results could be whether church attendance is normative within the 
peer group, as it is for Catholics in this context. About three-quarters of the studies 
on the relationship between religion and mental health of adolescents and adults 
report  modest  positive  effects  of  religion  (Varon  &  Riley,  1999;  Wong,   Rew, 
Slaikeu,  2006;  Rew,  Wong,  Sternglanz,  2004;  Cotton  et  al.,  2006;  Hackney  & 
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Sanders,  2003).  In contrast,  a minority of studies report  a negative relationship 
between religion  and  mental  health.  These  conflicting  results  might  have  been 
caused  by  differences  in  populations  studied  or  differences  in  defining  and 
measuring religiosity and mental health. No longitudinal studies on the relationship 
between  religion  and  mental  health  have  been  found,  which  implicates  that 
causality  as  well  as  selection  could  be  the  underlying  mechanism  for  the 
associations found between religion and mental health. 
Greater  parental  religiosity  also  influences  general  indices  of  family 
functioning, and has been related to more cohesive family relationships, greater 
parenting  skills,  lower  inter-parental  conflicts,  and  fewer  externalizing  and 
internalizing problems among adolescents (Brody, Stoneman, Flor, 1996). Another 
study suggests that  religiosity  facilitates family  cohesiveness when it  is  shared 
among family members. However, if religiosity is not shared, this disharmony may 
result in higher levels of adolescent delinquent behaviors (Pearce & Haynie, 2004). 
On its own, family discord is a risk factor for various mental health problems like 
major depressive disorder, substance abuse and conduct disorders (Pilowsky et 
al.,  2006;  Meyer  et  al.,  2000;  Rutter,  1994).  Research  involving  adolescents 
indicates  that  parental  religiosity  protects  girls  considerably  better  than  boys 
against  delinquency.  The  protective  effect  concerning  delinquency  tends  to 
diminish as the discord between parents regarding religion increases (Regnerus, 
2003). 
Research in pre-adolescents is complicated by the fact that they start to 
internalize parental standards, like religious beliefs. This process of internalizing 
religious beliefs is known to be accompanied by a constructive phase of doubt, the 
so called ‘quest’ phase (Batson & Ventis, 1982), which might be  accompanied by 
some anxiety and conflict (Kojetin et al., 1987). In general, as is known for physical 
maturation, boys also show a slower moral maturation than girls. Religious parents 
may, thus, meet resistance from boys at an older age (Regnerus, 2003). When 
dealing with healthy religious development, the proportion of internalized religious 
beliefs increases along with the development of an authentic personality (Livesley 
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et al., 2008). This leads to the integration of religion in the person’s life and vice 
versa (de Vries-Schot et al., 2008). The likelihood of  a positive transmission of the 
parents´ religion to their children increases when the parents are active religious 
(Pearce & Axinn, 1998; Kieren & Munro, 1987) and when parents agree on the 
subject of religion. In this way the children do not receive mixed messages about 
the role of religion in life (Myers, 1996). 
 The mechanisms by which parents' religion affects mental health have not 
yet  been  conclusively  identified.  Several  possibilities  have  been  suggested 
(George, Ellison, Larson, 2002; Josephson & Dell, 2004). Religion could influence 
how individuals evaluate occurring life-events and stress,  provide meaning, and 
determine  a  sense  of  responsibility  and  efficacy.  Further,  religion  may  entail 
religious coping skills and hence have a buffering effect on life stress. Next, religion 
mostly  includes  prescriptions  for  a  healthy  lifestyle,  and  the  embedment  in  a 
religious  community  provides  for  social  support  and  various  psychosocial 
resources. 
This study was designed to extend our knowledge about the role of religion 
in pre-adolescents and examine main and interactive effects of  the religiosity of 
mothers and parental harmony on the subject of religion on mental health problems 
of  pre-adolescents.  Since  prior  work  on  the  relationship  between  religion  and 
mental  health  in  adolescents  and  adults  led  to  mixed  findings,  we  did  not 
hypothesize a direction of the effect of maternal religiosity, but hypothesized that 
religious disharmony (one parent being non-religious, one being religious) would be 
related to increased levels of problem behaviors. Finally, we hypothesized that the 
effects  of  religiosity  and  religious  harmony  between  parents  would  differ  for 
internalizing and externalizing behavior problems, and that this difference would 
vary across gender.
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Methods
Study design
The  Tracking  Adolescents’  Individual  Lives  Survey  (TRAILS)  is  a  prospective 
cohort study of Dutch pre-adolescents (10-12 years). The key objective of TRAILS 
is to chart and explain the development of mental health from preadolescence into 
adulthood,  both  at  the  level  of  psychopathology  and  the  levels  of  underlying 
vulnerability and environmental risks. As the incidence of emotional and behavioral  
problems increases substantially in adolescence, pre-adolescents are monitored 
until  the  age  of  24  using  biennial  assessments.  This  report  is  based  on  data 
collected during the first wave of measurements, which ran from March 2001 until 
July 2002. The survey was approved by the national ethical committee ‘Centrale 
Commissie Mensgebonden Onderzoek’. Informed consent was obtained from all 
parents  after  the  nature  of  the  study  had  been  fully  explained.  Children  were 
excluded  from  the  study  if  they  were  incapable  to  participate  due  to  mental 
retardation or a serious physical illness or handicap; or if no Dutch-speaking parent 
or parent surrogate was available, and it was not feasible to administer part of the 
measurements in the parent’s language. Of all children approached for enrollment 
in the study (i.e., selected by the municipalities and attending a school that was 
willing  to  participate,  n=3145),  6.7%  were  excluded  because  incapability  or 
language problems. A detailed description of the sampling procedure and method 
is provided in De Winter et al.  (2005). In total 2230 children (mean age=11.09, 
SD=0.55, 50.8% girls) were enrolled in the study (i.e. both child and parent agreed 
to participate). When looking into the groups of responders and non-responders it 
was discovered that they did not differ with respect to gender, parental education, 
proportion of single-parent families, teacher-rated behavioral problems, or school 
absence. However, children in the non-response group did need additional help for 
learning difficulties more frequently (de Winter et al., 2005).
Data collection
Well-trained interviewers visited one of the parents or guardians (mothers, 95.6%) 
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at  their  homes  to  administer  an  interview.  They  were  asked  to  fill  out  a 
questionnaire.  Children  were  measured  at  school.  There  they  filled  out 
questionnaires, in groups, under the supervision of one or more TRAILS assistants. 
Further, they were assessed individually. Teachers were asked to fill  out a brief 
questionnaire for all participating TRAILS-children in their class.  Measures used in 
the present study are described in more detail below. 
Pre-adolescent mental health
To assess the child’s mental health three measures were used: the parent-rated 
Child Behavior Checklist (CBCL) (Achenbach, 1991a), the Youth Self-Report (YSR) 
(Achenbach,  1991b)  and  the Teacher  checklist  of  Psychopathology (TCP).  The 
TCP  is  developed  by  the  TRAILS  team,  and  contains  nine  descriptions  of 
behaviors. The TCP is a short version of the Teacher’s Report Form (Achenbach, 
1991c). Response options for each description on the checklist ranged from 0=not 
applicable to  4=very clearly or frequently applicable.  For  the CBCL (119 items, 
Cronbach α=0.94), the YSR (105 items, Cronbach α=0.94) and the TCP (9 items, 
Cronbach  α=0.84)  the  syndrome  scales  ‘anxious/depressed’, 
‘withdrawn/depressed’, ‘physical complaints’,  ‘aggressive behavior’ and ‘delinquent 
behavior’  were  used.  The  socioeconomic  status  variable  (SES)  was  also 
addressed  in  TRAILS and is  applied in  this  study as covariate.  This  item was 
measured as the average of five items: income level, educational level of both the 
father and the mother, and occupational level of each parent. The lowest 25% of 
scores were considered as ‘low SES’, the highest 25% as ‘high SES’, and the rest 
was  labeled  as  ‘middle  SES’.  The  internal  consistency  of  this  variable  was 
satisfactory (Cronbach α=0.84). 
Religion
In TRAILS three descriptive  questions regarding religion were answered by the 
mother  about  herself  and  her  husband.  The  first  question  was  if  the  mother 
considered herself  as a religious person, the second if  she was affiliated with a 
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church or denomination, and the third question was about the frequency of church 
attendance.  On the  base  of  this  information,  three  variables  were  constructed: 
religiosity of mothers, religiosity of fathers and parental harmony on the subject of 
religion. After dichotomizing the three questions to 'yes'/ 'no' answers, parents were 
assigned to the category ‘no religiosity’ (no ‘yes’ answers), ‘passive religiosity’ (first 
or  first  and second question answered with  ‘yes’,  third question answered with 
‘(almost) never’) and ‘active religiosity’ (first and second question answered with 
‘yes’,  third  question  answered  with  ‘monthly’  or  more).  Only  in  case  of  three 
missing values, ‘religiosity mother’ or ‘religiosity father’ was considered as missing. 
The  variable  ‘religious  harmony’  was  constructed  by  comparing  the  ‘religiosity 
mother’  variable  with  the  ‘religiosity  father’  variable,  whereas  totally  similar 
categorization was considered as parental harmony, leaving all other options as 
parental disharmony. 
Data analysis
The data were analyzed by four multivariate analyses of covariance (MANCOVA’s, 
using  the  Generalized  Linear  Model  module  of  SPSS,  version  12.0),  two  with 
internalizing  problem  behavior  (one  for  ‘religiosity  mother’,  one  for  ‘religiosity 
father’) and two with externalizing problem behavior as  dependent variable (one 
for ‘religiosity mother’,  one for ‘religiosity father’).  ‘Between-subject factors were 
‘religiosity  mother’  (three  levels),  ‘religiosity  father’  (three  levels),  ‘religious 
harmony’ (two levels) and ‘gender’ (two levels). ‘Within-subject factors were rater 
(three  levels:  self-report,  YSR;  parent-report,  CBCL;  teacher-report,  TCP)  and 
scale,  with  three  levels  for  internalizing  problem  behavior  (subscales: 
‘anxious/depressed’,  ‘withdrawn/depressed’  and  ‘somatic  complaints’)  and  two 
levels  for  externalizing  problem  behavior  (subscales:  ‘aggression’  and 
‘delinquency’).  Socioeconomic status (SES) and marital status were included as 
covariates.  Results  were  considered  to  be  significant  when  p<0.05.  Forty-four 
cases were excluded from the analyses as they responded without information on 
religiosity. 
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Results
Descriptives of  the dependent and independent variables are given in Table 1, 2 & 
3.  Scores  on  internalizing  and  externalizing  problem behavior  are  reported  as 
mean item values. Active maternal religiosity was present in 21.7% of the sample. 
In the vast majority of the families (84.2%) there appeared to be religious harmony 
of parents.
Table 1. Descriptives of the independent variables.
Independent variables n (%)
Religiosity 
mother
Not religious 1129 51.6%
Passively religious 582 26.6%
Active religious 475 21.7%
Religiosity father Not religious 1045 56.4%
Passively religious 409 22.1%
Active religious 398 21.5%
Harmony 
parents
Disharmonious 293 15.8%
Gender Boys 1071 49.0%
Divorce  of 
parents
Yes 419 19.2%
SES Low SES 552 25.3%
Middle SES 1083 49.5%
High SES 551 25.2%
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Table 2. Descriptives of the dependent variables.
Dependent variables Mean ±SD
YSR Withdrawn/depressed 0.34 ±0.29
Physical complaints 0.43 ±0.31
Anxious/depressed 0.33 ±0.27
Aggressive 0.33 ±0.24
Delinquent 0.33 ±0.17
CBCL Withdrawn/depressed 0.25 ±0.27
Physical complaints 0.20 ±0.21
Anxious/depressed 0.28 ±0.25
Aggressive 0.35 ±0.29
Delinquent 0.13 ±0.13
TCP Withdrawn/depressed 0.71 ±0.99
Physical complaints 0.57 ±0.86
Anxious/depressed 0.69 ±0.95
Aggressive 0.61 ±0.98
Delinquent 0.26 ±0.70
    
YSR  = Youth Self-Report
CBCL = Child Behavior Checklist
TCP  = Teacher’s Report Form
SD= Standard Deviation
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Table  3.  Descriptives  of  dependent  variables  by  independent 
variables.
Independent variables Dependent variables Mean ±SD
Religiosity mother YSR internalizing 0.29 ±0.22
YSR externalizing 0.21 ±0.17
CBCL internalizing 0.20 ±0.17
CBCL externalizing 0.18 ±0.17
TCP internalizing 0.51 ±0.66
TCP externalizing 0.33 ±0.63
Religiosity father YSR internalizing 0.28 ±0.20
YSR externalizing 0.20 ±0.16
CBCL internalizing 0.17 ±0.15
CBCL externalizing 0.17 ±0.16
TCP internalizing 0.45 ±0.61
TCP externalizing 0.28 ±0.53
Harmony parents YSR internalizing 0.36 ±0.24
YSR externalizing 0.27 ±0.19
CBCL internalizing 0.23 ±0.19
CBCL externalizing 0.23 ±0.20
TCP internalizing 0.63 ±0.73
TCP externalizing 0.40 ±0.73
    
YSR  = Youth Self-Report
CBCL = Child Behavior Checklist
TCP  = Teacher’s Report Form
SD= Standard Deviation
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Internalizing problem behavior
The MANCOVA analysis with religiosity mother, religious harmony and gender as 
between-subject factors, and rater and scale as within-subject factors aggregated 
over all raters and all subscales showed a marginally significant interaction effect of 
religiosity mother by harmony (F(2,1476)=3.000, p=0.050). 
Since there were no interaction effects of the between-subject and within-
subject  factors,  post-hoc  analyses  were  performed  on  internalizing  symptoms 
aggregated over all raters and all subscales. Basically, the interaction effect of the 
between-subject  factors  indicate  that  the  influence  of  maternal  religiosity  was 
dependent on the presence or absence of religious harmony. This complex effect is 
illustrated in figure 1 for internalizing symptoms aggregated over all raters and all  
scales.
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As  shown  in  figure  1,  the  level  of  internalizing  problem  behavior  was  not 
significantly  influenced by maternal  religiosity,  as long as parents are  mostly  in 
harmony  on  the  subject  of  religion.  However,  when  parents  disagreed  on  the 
subject  of  religion,  passive maternal  religiosity was associated with significantly 
higher levels of internalizing problem behavior when compared with ‘no maternal 
religiosity’  (F(1,183)=3.987,  p=0.047),  while  active  maternal  religiosity  was  not 
associated with significantly higher levels of internalizing problem behavior when 
compared  with  ‘no  maternal  religiosity’  (F(1,101)=2.454,  p=0.120).  When 
comparing harmonious and disharmonious parents, no significance was shown in 
case the mother was not religious (F(1,745)=3.406,  p=0.065), passively religious 
(F(1,214)=0.082, p=0.774) or active religious (F(1,145)=2.883, p=0.092).
In a next set of post-hoc analyses we attempted to further characterize the 
interaction effects of religiosity mother by religious harmony in terms of rater and 
subscale. The YSR and TCP did not show any significant results of internalizing 
problem behavior. There was a significant effect of  religiosity mother on the CBCL 
(F(6,3462)=2.218, p=0.039), reflecting higher internalizing problem scores in case 
of passive or active maternal religiosity compared to no maternal religiosity. The 
CBCL  showed  also  a  religiosity  mother  by  harmony  interaction  effect 
(F(6,3462)=2.275, p=0.034). The scale ‘withdrawn/depressed’ showed a religiosity 
mother by harmony interaction effect (F(2,1752)=5.272,  p=0.005 (Figure 2), while 
the scale ‘anxious/depressed’ showed a religiosity mother effect (F(2,1753)=3.277, 
p=0.038),  reflecting  higher  scores  on  the  scale  ‘anxious/depressed’ in  case  of 
passive  or  active  religiosity.  There  was  no  main  effect  of  religious  harmony 
(p’s>0.05). 
The  MANCOVA analysis  with  religiosity  father,  religious  harmony  and 
gender as between-subject factors, and rater and scale as within-subject factors 
aggregated  over  all  raters  and  all  subscales  showed  no  significant  interaction 
effects, nor significant main effects . 
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In summary, the influence of maternal religiosity was dependent on the presence or 
absence of religious harmony. Internalizing symptoms increased significantly when 
parents disagreed on religion in combination with passively religious mothers when 
compared to not religious mothers. This effect was only found on the CBCL, and 
more specifically on the subscales withdrawn/depressed and anxious/depressed. 
Paternal religiosity had no significant  effects on the level of internalizing symptoms 
in pre-adolescents.
54
Externalizing problem behavior
The MANCOVA analysis with religiosity mother, religious harmony and gender as 
between-subject factors, and rater and scale as within-subject factor did not show 
any  significant  interaction  effect.  There  was  a  main  effect  of  gender 
(F(1,1495)=111.251, p<0.001) with boys having overall more externalizing problem 
behaviors than girls. There were several interaction effects of between-subject and 
within-subject  factors,  indicating  that  the  effects  of  the  between-subject  factors 
were  specific  to  certain  raters  and/or  subscales  of  externalizing  problems.  We 
found a harmony by scale effect (F(1,1495)=5.297,  p=0.021), a harmony by rater 
by scale  effect (F(2,1494)=3.186, p=0.042), and a maternal religiosity by rater by 
scale (F(4,2990)=2.995,  p=0.018).  Further post-hoc analyses were performed to 
localize these interaction effects of harmony. Analyses on the YSR showed a main 
gender  effect  (F(1,1809)=60.622,  p<0.001).  However,  when  testing  boys 
separately,  a  significant  main  harmony effect  was  established  (F(1,885)=6.899, 
p=0.00)  showing  less  externalizing  symptoms  in  case  of  religious  harmony, 
whereas  analyses  of  the  girls'  scores   did  not  show  significant  effects.  This 
harmony  effect  for  boys  was  significant  on  both  subscales  aggression  and 
delinquency (respectively F(1,890)=6.049, p=0.014 and F(1,890)=5.611, p=0.018). 
Analyses on the CBCL and TCP did not show any significant results. 
The  MANCOVA analysis  with  religiosity  father,  religious  harmony  and 
gender as between-subject factors, and rater and scale as within-subject factor did 
not  show  a  significant  interaction  effect.  There  was  a  main  effect  of  gender 
(F(1,1495)=112.134, p<0.001) with boys having overall more externalizing problem 
behaviors than girls. There were several interaction effects of between-subject and 
within-subject  factors,  indicating  that  the  effects  of  the  between-subject  factors 
were  specific  to  certain  raters  and/or  subscales  of  externalizing  problems.  We 
found  a  religiosity  father  by  scale  effect  (F(2,1495)=3.239,  p=0.039)  and  a 
religiosity father by rater by scale effect (F(4,2990)=2.990, p=0.018). Further post-
hoc analyses were performed to localize the religiosity father  by scale interaction 
effect. However, no significant results were reached at the YSR, CBCL and TCP. 
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In summary, boys reported less externalizing symptoms on the YSR in case of  
religious harmonious parents. Paternal religiosity had no significant  effects on the 
level of externalizing symptoms in pre-adolescents.
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Discussion
In this paper, the relationship between the religiosity of parents, religious harmony, 
and mental health problems among pre-adolescents has been examined. 
First of all, we hypothesized that religious disharmony would be related to 
increased levels  of  problem behavior.  These data showed that  the influence of 
maternal religiosity on internalizing symptoms was dependent on the presence or 
absence of  religious harmony, and this was particularly apparent on the CBCL. 
Internalizing symptoms increased significantly when parents disagreed on religion 
in combination with passively religious mothers, compared to nonreligious mothers. 
Boys  reported  more  externalizing  symptoms  on  the  YSR  in  case  of  religious 
disharmonious  parents.  Religiosity  of  fathers  did  not  influence  the  level  of 
internalizing  and  externalizing  symptoms.  These  findings  are  in  line  with  our 
hypothesis. 
Secondly, we hypothesized that effects of religiosity and religious harmony 
might differ for internalizing and externalizing behavior problems, and might differ 
for  boys  and  girls.  Effects  of  religiosity  and  religious  harmony  did  differ  for 
internalizing and externalizing behavior  problems,  in  terms of  main  effects  and 
interactions effects,  as well  as in gender and rater.  Our data showed also that 
effects  of  religiosity  and  religious  harmony  were  gender  specific  in  case  of 
externalizing behavior problems, but not in internalizing behavior problems. 
We  will  now  discuss  these  results  more  in  detail  in  the  following  sections: 
differences  in  effects  of  maternal  and  paternal  religiosity  as  well  as  religious 
harmony,  gender effects and rater  effects (respectively on the YSR, CBCL and 
TCP). 
Considering the differences in effect of maternal and paternal religiosity as well as 
religious harmony, both internalizing and externalizing symptoms were influenced 
by religious harmony. Only in case of internalizing symptoms, passive religiosity of 
mothers played a role, while religiosity of fathers did not play a role at all. Literature 
indicates that it  is  of importance which parent is active or passively religious in 
adolescents religiosity (Kieren & Munro, 1987). Concerning the role of passively 
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religious mothers in the mental health of pre-adolescents in this study, one could 
say that passive religiosity is associated with a less clear religious orientation and 
less religious commitment. By consequence children could be left with confusion 
on the matter of religion, which could result in more internalizing problem behavior.  
It  could  be  that  the  pre-adolescents  of  the  passively  religious  mothers  have 
difficulty in finding a  role model to identify with on the subject of religion. This 
corresponds with the developmental stage of pre-adolescents. At the age of 10-12 
years,  pre-adolescents  are  expected  to  be  mostly  dependent  on  the  religious 
context  of  the parents,  while they start  with  developing their  own opinions and 
choosing their own ways. On the subject of religiosity, this development could play 
a role, for example in thinking about existential questions and in asking questions 
about religion. This beginning of the 'quest' phase might be accompanied by some 
anxiety  and  conflict  (Kojetin  et  al,  1987).  In  this  sample,  pre-adolescents  of 
passively religious mothers and of parents who disagreed on the subject of religion, 
could  have  some extra  difficulties  because  of  the  combination  of  a  less  clear 
religious orientation,  possibly  accompanied with  confusing messages about  the 
role of religion in life. Seen in this way, the pre-adolescents of this sample, in their 
specific  age-related  development,  are  more  vulnerable  to  internalizing  problem 
behavior because of some instability in their religious context. When parents are 
disharmonious on the subject of religion, this could – on its own - be a source of 
conflict and uncertainty, generating mental health problems (Varon & Riley, 1999; 
Wong, Rew, Slaikeu, 2006; Brody, Stoneman, Flor, 1996). 
Gender effects were only reported on externalizing problem behavior, and only in 
relation to religious harmony of the parents.  Our data showed that boys scored 
themselves  as  having  more  externalizing  symptoms  in  case  of  religious 
disharmony. Regnerus (2003) showed that religious disharmony between parents 
eliminates  most  of  the  protective  effect  of  religiosity  of  parents  on  delinquent 
behavior in adolescents. 
Finally, different rater effects are being reported in this study. Boys reported 
themselves  as  having  more  externalizing  symptoms  in  case  of  religious 
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disharmony  of  their  parents  (YSR),  while  mothers  reported  more  internalizing 
symptoms in case of the combination of passive religiosity of mothers and religious 
disharmony  (CBCL).  Abbotts  et  al.  (2004)  also  reported  different  rater  effects 
(children, parents and teachers). They found quite consistent results concerning 
children,  parents  and  teachers  in  scoring  aggression,  but  a  lack  of  parental 
awareness of depression in their children.  This was not the case in our study, as 
the  mothers  scored  more  internalizing  symptoms  (especially  depression).  A 
possible explanation for this difference could be that the mothers of the study of 
Abbotts et al. (2004) were weekly church attenders, while the mothers of our study 
were  passively  religious.  This  difference  could  reflect  uncertainty  in  passively 
religious mothers, causing higher scores on internalizing behavior in their children. 
We did  not  focus  on  the  more  general  mechanisms  in  the  domain  of 
parenting and family functioning that may be involved in the associations between 
religiosity of parents and religious harmony and problem behaviors of their children. 
Religious  attitudes  and  harmony  may  be  correlated  with  proximal  factors  as 
parental  personality  characteristics,  problem  solving  strategies,  affective  family 
climate  and  family  interactions  that  influence  childrens’ adaptation  and level  of  
functioning. These should be addressed in future studies. 
This study has certain limitations. We could only use a global construct for 
religion.  The  ‘religious  harmony’  variable  is  mainly  based  on  the  information 
provided  by  the  mother.  This  could  be  the  cause  of  some  biases.  All  results 
displayed rather small effects, indicating that these effects only partly explain the 
observed variance.  Although three covariates were included, more covariates and 
mediators concerning the religious context of pre-adolescents have as yet to be 
investigated. 
This study is unique compared to other studies because of the age of the 
participants as well  as the fact  that  this study is based on a community based 
sample. Religiosity of mothers and harmony of parents on the subject of religiosity 
both turned out to influence internalizing problem behavior. Externalizing problem 
behavior was related to religious disharmony between parents. From these results 
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it becomes clear that religiosity is an important correlate in the mental health of pre-
adolescents. Further research needs to be conducted to investigate the religious 
context  of  pre-adolescents  and  to  chart  confounders  and  mediators  in  the 
relationship between religion and mental health. Longitudinal research is necessary 
to investigate the developmentally direction of the relationship between religion and 
mental health.
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Abstract
Background. This  study  investigated  the  association  between  the  religiosity  of 
parents and pre-adolescents, and pre-adolescents’ psychiatric problems. Methods.  
In  a  clinic-referred  cohort  of  543  pre-adolescents  (10–12  years)  at  least  once 
referred to a mental health outpatient clinic mental health problems were assessed 
using  self-reports  (Youth  Self-Report;  YSR),  parent  reports  (Child  Behavior 
Checklist;  CBCL),  and teacher reports (Teacher’s Checklist  of  Psychopathology 
(TCP) of child behavioral and emotional problems. Paternal,  maternal,  and pre-
adolescent religiosity were assessed by self-report. MANCOVAs were performed 
for  internalizing  and  externalizing  problems,  with  maternal  religiosity,  paternal 
religiosity,  pre-adolescent  religiosity,  parental  religious harmony,  and  gender  as 
independent variables, and socioeconomic status and marital status as covariates. 
Results. Internalizing problems.  Pre-adolescents of active religious mothers had 
more  internalizing  symptoms than  the  pre-adolescents  of  nonreligious  mothers 
(p=0.049). Harmony and gender did not significantly affect the association between 
maternal  religiosity  and  internalizing  problems.  Externalizing  problems.  No 
associations between pre-adolescent religiosity, religiosity of mothers, religiosity of 
fathers and/or harmony of parents and externalizing problem behavior have been 
found.  Conclusions. Overall,  associations between mental  health  and religiosity 
were modest to absent. The results are discussed in the context of a clinic-referred 
cohort, the quest phase of internalizing religious beliefs, dependencies between 
pre-adolescents and their parents, and mothers being a stronger role model than 
fathers.
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Introduction
The association between religiosity and mental health has extensively been studied 
in adolescents (Cotton et al., 2006; Rew & Wong, 2006; Dew et al., 2008; Wong, 
Rew,  Slaikeu,  2006)  and  adults  (Moreira-Almeida,  Lotufo  Neto,  Koenig,  2006; 
Hackney & Sanders, 2003; Larson et al., 1986; Bonelli & Koenig, 2013; Koenig,  
McCullough, Larson, 2001; Koenig, King, Carson, 2012; George, Ellison, Larson, 
2002). Only few studies have been conducted with children and pre-adolescents 
(van der Jagt et al., 2011; Abbotts et al., 2004; Pearce, Little, Perez, 2003; Rew, 
Wong,  Sternglanz,  2004),  and these were  based on population  based cohorts. 
Research on religiosity is complicated by the existence of various dimensions of 
religiosity and the consequential  different  definitions of  religiosity.  An often-used 
definition is: ‘Religiosity is an organized system of beliefs, practices, rituals, and 
symbols  designed  to  facilitate  closeness  to  the  sacred  or  transcendent  (God, 
higher power, or ultimate truth/reality)’ (Koenig, McCullough, Larson, 2001).  
When  trying  to  understand  the  mechanism  by  which  religiosity  affects  mental 
health it should be borne in mind that religious beliefs influence the way a person 
deals  with  life  events  and  stress,  provide  meaning  to  life,  and  promote 
responsibility.  Religions advocate a healthy life-style,  and religious communities 
provide  social  support  and  various  psychosocial  resources  (George,  Ellison, 
Larson, 2002). Over the past 20 years, the majority (72%) of studies have reported 
religious  involvement  to  be  modestly  associated  with  better  mental  health  and 
fewer mental disorders and with better physical health and longer survival (Bonelli 
& Koenig, 2013; Koenig, McCullough, Larson, 2001; Koenig, King, Carson, 2012). 
Research on religiosity in pre-adolescents and adolescents is complicated by the 
relative  lack of  adolescent-specific measures of  religiosity and by the failure  to 
evaluate developmentally relevant issues, such as involvement in a religious youth 
group, parental religiosity, or use of age-appropriate language (Cotton, McGrady, 
Rosenthal,  2010).  Religious  families  may  be  more  inclined  to  participate  in  a 
prospective longitudinal studies like TRAILS (Tracking Adolescents’ Individual Lives 
Survey, www. trails.nl), because religiosity tends to organize daily family structure. 
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Pre-adolescent  religiosity  may  be  associated  with  less  internalizing  and 
externalizing problem behavior.  It  is   important  to  study this  in  a  clinic-referred 
cohort  as  stress  (somatic  and  mental)  has  been  linked  to  a  stronger  positive 
association between religiosity and mental health (Moreira-Almeida, Lotufo Neto, 
Koenig, 2006; Bonelli  & Koenig, 2013; Koenig, McCullough, Larson, 2001; Koenig, 
King, Carson, 2012; Smith, McCullough, Poll, 2003) in adults.  
So far,  the association between religiosity and mental health in pre-adolescents 
has only been investigated in population based cohorts. In a previous study with 
TRAILS data, no association with internalizing and externalizing problem behavior 
was found between religiosity of  parents and mental  health of  pre-adolescents. 
However, parental harmony about religion was associated with less internalizing (in 
case of  mother being passively religious) and externalizing problem behavior in 
pre-adolescents (van der Jagt et al., 2011). 
In pre-adolescence, children start to question parental religious standards and start 
to create their own authentic religious beliefs. This process of internalizing religious 
beliefs is accompanied by a constructive phase of doubt, the so-called quest phase 
(Batson  &  Ventis,  1982),  which  temporarily  may  increase  anxiety  and  conflict 
(Kojetin et al., 1987). In general, as is known for physical maturation, boys show a 
slower moral maturation than girls, suggesting that this process might take place 
later in the lives of boys (Josephson & Dell, 2004). 
In a study involving more than 2500 11-year-old pre-adolescents from the two main 
Christian  denominations  in  West  Scotland,  weekly  church  attendance  was 
associated with better self-esteem, less anxiety and depression among Catholics 
but with poorer self-esteem, more anxiety and depression among pre-adolescents 
of  the Church of  Scotland.  It  has been suggested that  the key issue could  be 
whether church attendance is normative within the peer group, as it is for Catholics 
in this study  (Abbotts et al., 2004). Although the role of teasing/bullying was not 
established,  other  research  suggests  that  religiosity  might  be  one  of  the  most 
common reasons for being bullied (Khamis, 2014). 
Two other studies found dimensions of religiosity to be positively associated with 
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mental health. One showed that several dimensions of religiousness (i.e., church 
attendance, interpersonal religious experience, such as support given to the teen 
by the congregation) were associated with lower levels of depressive symptoms 
(Pearce,  Little,  Perez,  2003).  The  second  study  involved  9-to  11-year-old  pre-
adolescents. Frequency of prayer was found to be positively associated with higher 
levels of health behaviors compared to pre-adolescents who never prayed (Rew, 
Wong, Sternglanz, 2004). An important factor to bear in mind when studying the 
association between the mental health of children, pre-adolescents or adolescents 
and  religion,  is  parental  religion  (Cotton,  McGrady,  Rosenthal,  2010).  Parental 
religiosity is positively associated with more cohesive family relationships, lower 
levels of interparental conflict, and fewer externalizing and internalizing problems in 
the children (Myers, 1996; Power, McKinney, 2013). Also parental religiosity affects 
the religiosity of the offspring from childhood to adulthood and the transmission of 
parental religious beliefs to children is greater when the parents are active religious 
(Myers, 1996) and show positive parenting styles (Power & McKinney, 2013). In 
particular,  frequent maternal participation in religious services is associated with 
better  well-being  and  more  social  support  from  friends  in  pre-adolescents 
compared to pre-adolescents whose mothers had lower levels of participation in 
religious services (Varon & Riley, 1999). In the general population cohort study of 
TRAILS,  religiosity  of  mothers  was  only  modestly  associated  with  more 
internalizing  problem  behavior,  but  only  in  case  of  parental  disharmony  in 
combination  with  passive  religiosity  of  mothers  (van  der  Jagt  et  al.,  2011). 
Religiosity of fathers was not associated with mental health of pre-adolescents in 
this study (van der Jagt et al., 2011). Religious disharmony is associated with more 
self-reported externalizing problem behavior in boys (van der Jagt et al., 2011) in  
the general population cohort of TRAILS. This has been found in other studies in 
pre-adolescents (Brody, Stoneman, Flor, 1996) as well as in adolescents (Pearce & 
Haynie, 2004; Regnerus, 2003). Also, this has been shown to be a gender specific  
effect as boys are more likely to exhibit delinquent behavior (Regnerus, 2003) and 
externalizing problem behavior (Josephson & Dell, 2004) compared to girls.
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In the present study, we investigated the association between religiosity and mental 
health  in  a  clinic-referred  cohort  of  pre-adolescents and  tested  the  following 
hypotheses:
1. Pre-adolescent  religiosity,  compared  to  not  being  religious,  is  related  to 
decreased levels of internalizing and externalizing problem behavior.
2. Religiosity  of  mothers  in  combination  with  parental  religious  disharmony  is 
related to more internalizing problem behavior in pre-adolescents and is  not 
related to externalizing problem behavior.
3. Religiosity of fathers, religious harmony and its interaction are not related to 
internalizing and externalizing problem behavior of pre-adolescents.
4. Religious  disharmony  of  parents  is  only  related  to  increased  levels  of 
externalizing problem behavior in boys.
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Methods
Study design
Dutch pre-adolescents (10-12 years) who were previously or currently at the age of  
11 referred to a mental health outpatient clinic for child and adolescent psychiatry 
in  the  northern  Netherlands  (further:  clinic-referred  cohort),  participated  in  the 
baseline assessment of TRacking Adolescents' Individual Lives Survey (TRAILS). 
The key objective of TRAILS is to chart and explain the development of, and risk 
factors for, mental health problems as children progress from pre-adolescence to 
adulthood.  In  total,  1264  pre-adolescents  were  enrolled.  There  were  661  non-
responders (52.3%), 34 pre-adolescents could not be contacted (2.7%), and 26 
(2.0%) were willing to participate,  but met exclusion criteria (unknown address, 
known mental  retardation,  or not  recruited during inclusion period),  leaving 543 
participants (359 boys); however, information was missing for 2 subjects. The 541 
participants were born between 1 September 1993 and 30 August 1995 and had a 
mean age  of  11.1  years  (range  10.1–12.4  years,  SD=0.5,  median  11.1).  Most 
(98.7%) lived at home for more than 4 days a week, and 25.4% attended a school 
for children with  severe behavioral  and emotional  problems. The  prevalence of 
psychopathology was similar in participants and nonparticipants. Responders and 
non-responders  also  had  a  similar  performance on psychopathology  subscales 
and  language scales  (Huisman  et  al.,  2008).  At  baseline  nonparticipants  were 
more  likely  to  be  boys,  to  come  from  a  lower  socio-economic  status  (SES) 
background, and to have a relatively poor school performance. Since poor school 
performance  has  been  related  to  less  religiosity  and  less  mental  health,  the 
present  study  sample  may  underrepresent  families  with  these  characteristics 
(Azagba, Asbridge, Langille, 2014). 
The TRAILS protocol was approved by the national ethics committee. Informed 
consent was obtained from all parents after the nature of the study had been fully 
explained. Children were excluded if they were incapable of participating because 
of mental retardation, serious physical illness, handicap, or if no Dutch-speaking 
parent or parent surrogate was available and it was not feasible to administer tests 
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in  the  parent’s  language.  Since  the  clinic-referred  cohort  consists  of  pre-
adolescents who were previously or currently at the age of 11 referred to a mental  
health  outpatient  clinic  for  child  and  adolescent  psychiatry,  it  contains  pre-
adolescents with more serious mental  health problems, or psychiatric disorders 
than the general population cohort of TRAILS.  Therefore, the clinic-referred cohort 
can be defined as a cohort of pre-adolescents with an elevated risk for mental 
health problems, although with on average somewhat milder problems relative to 
the acute problems of clinical samples (Hartman et al., 2013).  Marital status and 
SES were used as covariates.  SES was measured as the average of five items: 
income level, educational level of both the father and the mother, and occupational 
level of each parent. The lowest 25% of scores were considered as ‘low SES’, the 
highest  25% as ‘high SES’,  and everything in between was labeled as ‘middle 
SES’. The internal consistency of this variable was satisfactory (Cronbach’s alpha 
0.78).
Data collection
The target sample was selected using the registers of the mental health outpatient 
clinic  of  Accare,  the  University  and  General  Center  for  Child  and  Adolescent 
Psychiatry North-Netherlands, location Groningen. Parents and children received a 
brochure with information about the study, and parents were telephoned by a staff  
member  to  answer  questions,  check  whether  the  information  sent  had  been 
understood, provide additional information, and ask whether a researcher could 
contact the parents. If permitted, a member of the TRAILS research staff contacted 
the parents to give additional information, answer additional questions, and ask 
whether the parents would be willing to discuss study participation with their 10-to 
12-year-old son or daughter. If the parent(s) agreed to participate, they were asked 
to complete an informed consent form and one of the interviewers contacted the 
parent(s) in order to schedule an interview.  If  parents provided permission,  the 
child’s primary school was asked to provide information about the child’s behavior 
and school performance.
72
Pre-adolescent mental health
Three instruments from ‘the Achenbach System of Empirically Based Assessment 
(ASEBA) were used to assess the pre-adolescents’ mental health: the parent-rated 
Child Behavior Checklist (CBCL) (ages 6–18 years) (Achenbach, 1991a), the Youth 
Self-Report  (ages  11–18  years)  (YSR)  (Achenbach,  1991b),  and  the  Teacher’s 
Checklist of Psychopathology (TCP) (ages 6–18 years) (Achenbach, 1991c). The 
TCP  is  developed  by  the  TRAILS  team  and  contains  nine  descriptions  of 
behaviors,  based  on  the  Teacher’s  Report  Form  (Achenbach,  1991c).   These 
questionnaires  contain  respectively  119  items  (CBCL,  Cronbach  α=0.95),  105 
items (YSR,  Cronbach  α=0.94), and 9 items (TCP, α=0.75) regarding behavioral 
and emotional problems, which are scored 0 (not true), 1 (somewhat or sometimes 
true), or 2 (very true or often true). The ratings are based on the past 6 months. 
Five  broadband  scales  are  computed,  three  for  internalizing  problem  behavior 
(anxious/depressed,  withdrawn/depressed and somatic  complaints),  and two for 
externalizing problem behavior (aggressive and delinquent behavior) (Achenbach 
1991a, 1991b, 1991c).
 
Religion
In TRAILS, three descriptive questions regarding religion were answered by one of 
the  parents,  usually  the  mother  (86%),  for  both  parents,  namely,  whether  the 
responding  parent  considered  him/herself  as  a  religious  person,  if  he/she  was 
affiliated with a church or denomination, and regularity of church attendance. On 
the basis of this information, three variables were constructed: maternal religiosity,  
parental religiosity, and parental religious harmony. Only in case of three missing 
values, ‘religiosity mother’ or ‘religiosity father’ was considered as missing. After 
dichotomization  (yes/no)  of  the  answers  to  the  three  questions,  parents  were 
assigned  to  the  category  ‘no  religiosity’  (all  answers  are  negative),  ‘passive 
religiosity’ (first  or first  and second question answered with ‘yes’,  third question 
answered with ‘(almost) never), and ‘active religiosity’ (positive answer to first and 
second question,  third question answered with ‘monthly’ or more).  The variable 
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‘harmony’  captured  the  agreement  between  ‘maternal  religiosity’  and  ‘paternal 
religiosity’.  Parental  religious  harmony  was  defined  as  identical  answers  for 
mothers  and  fathers  to  the  three  questions  about  religion;  all  other  answer 
combinations  were  considered  to  reflect  parental  religious  disharmony.  Single 
parent  families  (16.8%)  were  excluded  from this  variable.  To  compose  a  ‘pre-
adolescent  religiosity’  variable,  pre-adolescents  answered  similar  questions.  In 
particular the first question, which asked pre-adolescents whether they felt there 
was a higher power in the world, differed. This question had six answer options 
(not convinced at all, not convinced, uncertain, convinced, totally convinced, never 
thought about it), which we reduced to 'yes' (totally convinced and convinced), 'no' 
(not  convinced at  all,  not  convinced),  and  'uncertain'  (uncertain,  never thought 
about it).
Maternal,  paternal,  and pre-adolescent religiosity were associated (Pearson Chi 
Squares χ2 (4) > 172, p values < 0.01). In most cases (83%), there was parental 
religious  harmony.  In  49%  of  parental  religious  harmony,  both  parents  were 
nonreligious. 
Data analysis
The data were analyzed by multivariate analyses of covariance (MANCOVA, using 
the Generalized Linear Model module of SPSS, version 20.0), one for internalizing 
and one for externalizing problem behavior for every hypothesis, with internalizing 
problem behavior (withdrawn/depressed, somatic complaints, anxious/depressed) 
and  externalizing  problem  behavior  (aggressive  and  delinquent  behavior)  as 
dependent variables. ‘Between-subject factors were ‘maternal religiosity’ (3 levels), 
‘paternal  religiosity’  (3  levels),  ‘parental  religious  harmony’  (2  levels),  ‘pre-
adolescent  religiosity’  (3levels),  and  ‘gender’  of  the  pre-adolescent  (2  levels). 
‘Within-subject  factors  were  rater  (three  levels:  self-report,  YSR;  parent-report, 
CBCL  and  teacher-report,  TCP)  and  scale,  with  three  levels  for  internalizing 
problem  behavior  (subscales:  ‘anxious/depressed’,  ‘withdrawn/depressed’  and 
‘somatic  complaints’)  and  two  levels for  externalizing  problem  behavior 
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(‘aggression’  and  ‘delinquency').  SES  and  marital  status  were  included  as 
covariates.  Two  cases  were  excluded  because  of  missing  information  on  the 
mental health of the pre-adolescent, 89 cases were excluded because of missing 
information about paternal religiosity and parental religious harmony, and 90 cases 
because  of  missing  information  about  pre-adolescent  religiosity.  Missing 
information about paternal and pre-adolescent religiosity might have been because 
of  difficulties  to  answer  the  questions  about  religiosity,  or  –  in  case  of  pre-
adolescent religiosity - because mental health or behavioral problems might have 
prevented them from answering the questions. As a consequence religiosity could 
be  over-  or  underrepresented  in  the  responders.  Sensitivity  analyses  were 
performed,  with  replacing  missing  values  with  respectively  active  religious  and 
nonreligious scores. Analyses with these values did not change the direction of the 
results. Results were considered to be significant when  p<0.05, after Bonferroni 
correction for multiple testing within each MANCOVA analysis.
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Results
Study population
The dependent and independent variables are given in Table 1 & 2.
Table 1. Descriptives of the independent variables.
Independent variables n (%)
Religiosity mother Not religious 284 52.6%
Passively religious 110 20.4%
Active religious 146 27.0%
Religiosity father Not religious 273 60.5%
Passively religious 72 16.0%
Active religious 106 29.5%
Religiosity  pre-
adolescent
Not religious 225 50.0%
Passively religious 168 37.3%
Active religious 57 12.7%
Harmony Harmonious 377 83.6%
Disharmonious 74 16.4%
Gender Boys 356 79.1%
Girls 184 40.9%
Divorce of parents Yes 140 26.0%
No 398 74.0%
SES Low SES 133 24.7%
Middle SES 272 50.6%
High SES 133 24.7%
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Table 2. Descriptives of the dependent variables.
Dependent variables Mean ±SD
YSR Withdrawn/depressed 0.42 ±0.32
Physical complaints 0.45 ±0.30
Anxious/depressed 0.36 ±0.29
Aggressive 0.40 ±0.29
Delinquent 0.23 ±0.18
CBCL Withdrawn/depressed 0.50 ±0.37
Physical complaints 0.31 ±0.29
Anxious/depressed 0.51 ±0.36
Aggressive 0.69 ±0.40
Delinquent 0.22 ±0.17
TCP Withdrawn/depressed 0.48 ±0.40
Physical complaints 0.15 ±0.21
Anxious/depressed 0.37 ±0.30
Aggressive 0.40 ±0.41
Delinquent 0.21 ±0.24
    
YSR  = Youth Self-Report
CBCL = Child Behavior Checklist
TCP  = Teacher’s Report Form
SD= Standard Deviation
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Internalizing problem behavior
MANCOVAs were performed for each hypothesis. The first hypothesis about pre-
adolescent  religiosity  and  internalizing  problem  behavior  did  not  show  any 
significant  results.  No  association  was  found  according  to  the  third  hypothesis 
about religiosity of fathers, religious harmony and internalizing problem behavior of  
pre-adolescents.  Also no significance was found in  the fourth  hypothesis  about 
parental  disharmony on religiosity and internalizing problem behavior.  However, 
concerning the second hypothesis, with religiosity of mothers, religious harmony of 
parents and its interactions a modest main effect of maternal religiosity was shown 
(F(2,386)=3,039, p=0.049, ŋ2=0,016) (Figure 1).
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Raters  and  broadband  scales  did  not  affect  this  association,  indicating  no 
significant differences between the respectively three raters and two broadband 
scales.  As a consequence, further  analyses on separate raters and broadband 
scales  are  not  indicated.  Pair-wise  comparisons  of  nonreligious  and  active 
religious mothers  revealed that  the pre-adolescents  of  active  religious  mothers 
exhibited  trend  significant  more  internalizing  problem  behavior  (mean  item 
difference  0.081,  p=0.051).  This  difference  was  not  seen  for  nonreligious  and 
passively religious mothers (mean item difference 0.068, p=0.150) or for passively 
and active religious mothers (mean item difference 0.013, p=1.000).
Only in the MANCOVA concerning the first hypothesis, SES was significant, with 
pre-adolescents from low SES backgrounds having more internalizing problems 
(p=0.041,  Pearson’s  correlation  coefficient  r=-0.095).  Marital  status  was  not 
significant  in  any  MANCOVA.  In  short,  pre-adolescents  from  active  religious 
mothers  have  slightly  more  internalizing  problem  behavior  compared  to  pre-
adolescent from nonreligious mothers. 
Externalizing problem behavior
MANCOVAs were performed for each hypothesis. The first hypothesis about pre-
adolescent  religiosity  and  internalizing  problem  behavior  did  not  show  any 
significant  results.  No  association  was  found  according to  the  third  hypothesis 
about religiosity of fathers, religious harmony of parents and internalizing problem 
behavior  of  pre-adolescents.  Also  no  significance  was  found  in  the  fourth 
hypothesis  about  parental  disharmony  on  religiosity  and  internalizing  problem 
behavior. However the MANCOVAs on the second hypothesis with religiosity of  
mothers,  religious  harmony  of  parents  and  gender  as  variables,  and  its 
interactions, showed a main interaction effect of religiosity of mothers by harmony 
by gender (F(5,390)=2,443,  p=0,034,  ŋ2=0,030).  MANCOVAs for boys and girls 
separately did not  show any significant results (boys (F(2,270)<0,001,  p=1,000, 
ŋ2=0,000),  girls  (F(2,  118)=2,2767,  p=0,107,  ŋ2=0,037).  SES  was  related  to 
externalizing problem behavior in all MANCOVAs, with pre-adolescents from low 
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SES  backgrounds  having  higher  scores  on  externalizing  problem  behavior 
(p<0.001,  Pearson’s  correlation  coefficient  r=-0.165).  Marital  status  was  not 
significant in any MANCOVA. No associations between pre-adolescent religiosity, 
religiosity  of  mothers,  religiosity  of  fathers  and/or  harmony  of  parents  and 
externalizing problem behavior were found.
80
Discussion
This study was designed to learn more about religiosity and mental health in a 
large  clinic-referred  cohort  of  pre-adolescents.  To  this  end,  we  formulated  four 
hypotheses and discuss findings with reference to these hypotheses.
The  first  hypothesis  was  that  pre-adolescent  religiosity  is  related  to 
decreased  levels  of  internalizing  and  externalizing  behavior.  This  hypothesis  is 
rejected  on  the  base  of  the  results.  No  association  was  found  between  pre-
adolescent  religiosity  and  internalizing  and  externalizing  problem  behavior.  In 
adults a positive association between religious involvement and mental health has 
been found in 72% of all  studies (Bonelli  & Koenig,  2013; Koenig, McCullough, 
Larson, 2001). Also,  stress (somatic and mental) has been linked to a stronger 
positive  association  between  religiosity  and  mental  health  in  adults  (Moreira-
Almeida, Lotufo Neto, Koenig, 2006; Bonelli & Koenig, 2013; Koenig, McCullough, 
Larson,  2001;  Koenig,  King,  Carson,  2012;  Smith,  McCullough,  Poll,  2003).  In 
addition to variation in design and measures between studies, our negative finding 
may be explained by the age of the participants in our study. The pre-adolescents 
of this study could still be dependent on their parents concerning religiosity.  This 
would  implicate  that  they  are  not  yet  questioning  and  internalizing  their  own 
religious  beliefs,  which  could  be  an  explanation  for  not  finding  an  association 
between religiosity and mental health at this age. Another explanation could be that 
these pre-adolescents already started with  the process of  internalizing religious 
beliefs.  This  process  is  known to  be accompanied  by a  constructive  phase  of 
doubt, the so-called quest phase (Batson & Ventis, 1982), which temporarily may 
increase anxiety and conflict (Kojetin et al., 1987). The anxiety and conflict which 
pre-adolescents of this study might experience because of this quest phase, could 
have neutralized a positive  effect  of  religiosity  on mental  health.  Another  study 
suggested that the association between church attendance and mental health in 
pre-adolescents may be contingent  on whether  church attendance is  normative 
within the peer group (Abotts, Williams, Sweeting, West, 2004). That study was 
performed in Scotland and involved Catholics and Protestants, whereas our cohort 
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mainly  involved  nonreligious  parents  and  pre-adolescents.  Being  religious  in  a 
nonreligious environment could also be a reason for being bullied, as religiosity 
might be one of the most common reasons for being bullied (Khamis, 2014). This 
factor  could  have  neutralized  a  positive  effect  of  religiosity  on  mental  health. 
Longitudinal research is needed to shed more light on potential confounders and 
mediators concerning the association between religiosity and mental health. 
The second hypothesis was that religiosity of mothers in combination with 
disharmonious  religiosity  of  parents  is  related  to  more  internalizing  problem 
behavior in pre-adolescents and is not related to externalizing problem behavior. 
The  present  study  shows  that  religiosity  of  mothers,  but  not  harmony  or  its 
interaction  with  religiosity  of  mothers,  was  trend  significant  associated  with 
internalizing problem behavior, with slightly more internalizing problem behavior in 
case of active religious mothers, compared to non-religious mothers. Concerning 
externalizing  problem  behavior,  there  was  a  main  interaction  effect  between 
religiosity  of  mothers,  harmony  and  gender.  This  effect  was  not  found  when 
analyzed for boys and girls separately, which shows that religiosity of mothers in 
combination with disharmonious religiosity of  parents was indeed not  related to 
externalizing  problem behavior.  In  a  population  based cohort  study  of  TRAILS 
passive  religiosity  of  mothers,  in  combination  with  parental  disharmony,  was 
involved in relation to increased internalizing problem behavior (van der Jagt et al.,  
2011). The different findings between the population-based cohort and the clinic-
referred  cohort  may  be  explained  by  the  higher  levels  of  internalizing  and 
externalizing  problems,  which  is  characteristic  for  a  clinic-referred  cohort, 
overruling the effect of religious harmony of parents. Another explanation could be 
that  these  pre-adolescents  may  start  to  question  the  religious  beliefs  of  their  
mothers, temporarily resulting in more internalizing problem behavior, according to 
the quest phase (Batson & Ventis, 1982). Also, the quest phase could start earlier  
or  could  case relatively  higher levels  of  internalizing problem behavior  in  more 
vulnerable pre-adolescents as is the case in a clinic-referred cohort. 
The third hypothesis was that religiosity of fathers, religious harmony and 
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its interaction are not related to internalizing and externalizing problem behavior of 
pre-adolescents. This hypothesis is confirmed on the base of the results. This has 
also been found in the general population cohort study of TRAILS (van der Jagt et 
al., 2011). Other research in this area has not specifically included religiosity of  
fathers as a variable (Abbotts et al., 2004; Pearce, Little, Perez, 2003). Probably, 
mothers still serve more as a role model in the case of religiosity at this age. 
The  fourth  hypothesis  was  that  religious  disharmony  is  related  only  to 
increased  levels  of  self-reported  externalizing  problem  behavior  in  boys.  This 
hypothesis was rejected, as this clinic-referred cohort showed religious harmony of  
parents to be associated with increased levels of externalizing problem behavior. 
This is also clearly different from the results in the general population cohort of 
TRAILS (van der  Jagt  et  al.,  2011),  and literature on religiosity in  families and 
mental  health  of  pre-adolescents  and  adolescents  in  population  based  cohorts 
(Brody, Stoneman, Flor,  1996; Pearce & Haynie, 2004; Regnerus, 2003), where 
religious disharmony of parents is associated with increased externalizing problem 
behavior.  This  difference also may be due to  the higher levels  of  externalizing 
problem behavior  in  the  clinic-referred  cohort,  overruling  the  effect  of  religious 
disharmony of parents on externalizing problem behavior in boys.
Overall, associations with religiosity found were modest. The observation 
of finding significant effects in some, but not all, combinations of variables suggests 
that  there  was  some  conceptual  overlap  of  the  variables  maternal  religiosity, 
paternal  religiosity,  pre-adolescent  religiosity,  parental  religious  harmony. 
Researchers  should  be  aware  of  the  conceptual  overlap  between  several 
parameters used in research on pre-adolescent religiosity. 
While this study was unique with regard to the age of the pre-adolescents and the 
fact  that  the  pre-adolescents  came  from  a  clinic-referred  cohort,  it  has  some 
limitations. We could only use a global construct for religion. The parental religious 
harmony variable was based on information provided by one parent. Although two 
covariates were included and some confounding factors were discussed, there are 
probably several other confounding and mediating factors regarding the effect of 
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religiosity on pre-adolescents’ behavior. In addition, it may be difficult to generalize 
findings  to  other  areas  because  of  regional  differences  in  religiosity  in  the 
Netherlands.
Conclusions
These results may suggest that in a large clinic-referred cohort pre-adolescents of 
active religious mothers are at higher risk for internalizing problem behavior than 
pre-adolescents  of  nonreligious  mothers.  The  association  between  passively 
religious mothers and religious disharmonious parents and increased internalizing 
problem behavior,  and the association between religious disharmonious parents 
and increased externalizing problem behavior in boys, as found in the population 
based cohort of TRAILS (van der Jagt et al., 2011), may be overruled by the higher 
levels of internalizing and externalizing problem behavior in a clinic-referred cohort. 
Further  study of  developmental  factors,  potential  confounders  and mediators  is 
warranted.
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Abstract
Background. This  study used longitudinal  data  to  examine  the  influence of  the 
religiosity of  pre-adolescents with psychiatric  problems on the course of  mental 
health  during  adolescence.  Methods.  In  a  clinic-referred  cohort  of  543  pre-
adolescents,  mental  health  problems  were  assessed  using  self-report  in  pre-
adolescents  (10-12  years),  in  early  adolescence  (12-14  years),  in  middle 
adolescence  (14-17  years),  and  in  adolescence  (17-21  years).  The  Youth  Self 
Report (YSR) was used up to middle adolescence, and the Adult Self Report (ASR) 
was used in adolescence. Religiosity was assessed at baseline using self-report 
and information from mothers and fathers, resulting in three categorical religiosity 
variables and six SOCON (Social Cultural Developments Questionnaire) religiosity 
scales that assess religiosity in greater detail. Repeated measure ANOVA analyses 
were  performed  for  each  independent  religiosity  variable  with  internalizing  and 
externalizing problem behavior  as dependent variables,  gender as a factor and 
time  (in  pre-,  early,  middle  adolescence  and  in  adolescence)  as  within  factor. 
Results were adjusted for marital status of parents and socioeconomic status and 
corrected for multiple testing.  Results. There were main effects of the self-report 
SOCON scale ‘Humanistic beliefs’ and gender and gender ‘by Humanistic beliefs’ 
interaction effect on internalizing problems. Follow-up tests revealed that among 
females  ‘high’  scores  on  ‘Humanistic  beliefs’  were  associated  with  increased 
internalizing problems. Conclusions. There were hardly any associations between 
religiosity and mental  health in a clinic-referred cohort  of  pre-adolescents up to 
adolescence. The exception being that among females strong humanistic beliefs 
were  associated  with  internalizing  problems.  Implications  of  these  findings  are 
discussed.
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Introduction
The transition from pre-adolescence to young adulthood is a crucial period in a 
person's  life  and  has  a  major  influence  on  future  health  and  wellbeing 
(Schulenberg,  Maggs, Hurrelmann, 1999). The  TRacking Adolescents’ Individual 
Lives Survey (TRAILS), a large prospective cohort study, was designed to chart the 
development of mental health problems as youngsters pass from pre-adolescence 
to  young  adulthood  and  to  examine  risk  and  resilience  factors  (www.trails.nl). 
Religiosity is recognized as one of the many factors that may influence a person’s 
mental  health  (Schulenberg,  Maggs,  Hurrelmann,  1999;  Koenig,  Kind,  Carson, 
2012). In the transition from pre-adolescence to young adulthood, religiosity can be 
conceptualized  as  a  way  of  giving  meaning  to  life  and  of  coping  with  the 
environment.  In healthy  religious  development,  the  proportion  of  internalized 
religious beliefs increases along with the development of an authentic personality, 
with the subsequent integration of religion in the person’s life and vice versa (de 
Vries-Schot  et  al.,  2008;  Kirkpatrick,  1985). However,  relatively  few longitudinal 
studies have investigated the relationship between religiosity and mental health in 
the period from pre-adolescence to young adulthood (Bartkowski, Xu, Levin, 2008; 
Chan, Tsai, Fulignin, 2014). Research on religiosity is complicated by the existence 
of various dimensions of religiosity and different definitions of religiosity (Koenig, 
King, Carson, 2012). 
Most studies (72%) from the past 30 years (which are mostly Northern-American 
studies) found religious involvement to be modestly associated with better mental 
health  and  fewer  mental  disorders  and  with  better  physical  health  and  longer 
survival (Larson, 1992; Bonelli & Koenig, 2013; Cotton et al., 2006), with a mean 
correlation of 0.10 across all conditions (Hackney & Sanders, 2003). These studies 
further  suggest  that  the  correlation  between  religiosity  and  mental  health  may 
become stronger when religiosity is measured using so-called proximal domains, 
which measure internalized religiosity (about meaning, support and coping), rather 
than  with  the  so-called  distal  domains,  which  are  characterized  by  behavioral 
measurements  (such  as  affiliation  and  frequency  of  attendance  at  services) 
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(Hackney & Sanders, 2003). 
In this study, we investigated possible influences of religiosity assessed by pre-
adolescents and their parent(s) on the course of mental health over adolescence.
Religiosity  may influence  the  mental  health  of  the  pre-adolescent.  Most cross-
sectional studies report positive associations between religiosity and mental health 
(Dew et al., 2008, Wong, Rew, Slaikeu, 2006, Barton et al., 2014, Pearce, Little, 
Perez, 2003), UK (Abbotts et al., 2004), Dutch (Harakeh et al., 2012), associations 
that  are  generally  stronger  for  older  adolescents  than  for  younger  adolescents 
(Wong, Rew, Slaikeu, 2006). The two cross-sectional TRAILS studies of religiosity 
and  mental  health  in  10-  to  12-year-olds  did  not  show  religiosity  of  the  pre-
adolescent (reported by mother in the first study, self-report in the second study) to 
be associated with mental health (van der Jagt et al., 2011, van der Jagt et al.,  
2015). In trying to understand the lack of an association between pre-adolescents 
and mental health in this study, two possible reasons are given. First, when pre-
adolescents become young adults, they tend to be critical of their parents’ religious 
standards. This process of internalizing religious beliefs can be accompanied by a 
constructive phase of doubt or quest for certainty, which is termed the quest phase 
(Watson et  al.,  1988;  Batson et  al.,  1982)  and which  can  temporarily  increase 
anxiety and conflict (Kojetin et al., 1987). Second, as a consequence of living in an 
increasingly  secularized  society,  being  religious  in  a  non-religious  environment 
could result in distress, for example for being bullied (van der Jagt et al., 2015). 
Increased anxiety may possibly have temporarily neutralized the positive effect of 
religiosity  (van  der  Jagt  et  al.,  2015).  Other  studies  have  failed  to  detect  an 
association between religiosity and mental health in adolescence (Dew et al., 2008; 
Wong, Rew, Slaikeu, 2006; Barton et al., 2014, Abbotts et al., 2004; Pearce, Little,  
Perez, 2003), and the findings of studies reporting a positive association (Larson, 
1992; Bonelli & Koenig, 2013; Cotton et al., 2006; Hackney & Sanders, 2003) may 
not be robust. Also, as boys show a slower moral maturation than girls,  gender 
differences  are  reported  in  relation  to  religiosity  and  mental  health  problems 
(Regnerus, 2003).
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The longitudinal data from TRAILS, covering the period from pre-adolescence to 
young adulthood, can be used to investigate the relationship between religiosity 
and mental health in this phase.
Parental religiosity can also influence the mental health of the pre- adolescent (van 
der Jagt et al., 2011; van der Jagt et al., 2015; Varon & Riley, 1999; Myers, 1996;  
Pearce & Axinn, 1998). The TRAILS study found maternal religiosity to influence 
the mental health of her child in the general population cohort. Moreover, if there 
was  parental  disagreement  about  religion,  passive  religiosity  of  mothers  was 
associated  with  increased  internalizing  problem behavior  in  the  pre-adolescent 
child  (van  der  Jagt  et  al.,  2011).  In  the  clinic-referred  cohort  of  TRAILS,  pre-
adolescents of active religious mothers had significant higher levels of internalizing 
problem behavior than pre-adolescents of non-religious mothers (van der Jagt et 
al., 2015). Another study showed that a greater participation of mothers in religious 
services  was  associated  with  better  well-being  and  more  social  support  from 
friends in pre-adolescents relative to the children of mothers with a lower level of 
participation in religious services (Varon & Riley, 1999). Two other studies found 
parental religiosity to be linked to fewer externalizing and internalizing problems in 
children via transmission of religious beliefs to children, an effect which is stronger 
if the parents are active religious and agree about religion (Myers, 1996; Pearce, 
Axinn,  1998;  Pearce,  Haynie,  2004).  Taking  these  findings  together,  it  can  be 
expected that the religiosity of fathers and mothers influences the mental health of 
their pre-adolescent children as they develop into young adults.
This  study used longitudinal  TRAILS data to  determine whether pre-adolescent 
religiosity,  the religiosity of  mothers and the religiosity of  fathers predict  mental 
health problems during the transition from pre-adolescence to late adolescence 
and young adulthood.
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Methods
Study design
This study used data from an outpatient longitudinal clinic-referred cohort of Dutch 
adolescents, called TRAILS (TRacking Adolescents’ Individual Lives Survey), with 
four  assessments,  in  pre-adolescence  (10-12  years),  early  adolescence  (12-14 
years), middle adolescence (14-17 years) and adolescence (17-21 years). The key 
objective of TRAILS is to chart and explain the development of, and risk factors for,  
mental  health  problems  as  children  progress  from  pre-adolescence  to  young 
adulthood.  Since the clinic-referred cohort  consists of  pre-adolescents who had 
been referred to an outpatient clinic for child and adolescent psychiatry, the cohort  
can  be  considered  at  increased  risk  of  mental  health  problems  during  pre-
adolescence, adolescence, and young adulthood.
Data collection
The  target  sample  was  selected  using  the  registers  of  the  outpatient  clinic  of 
Accare, University and General Center for Child and Adolescent Psychiatry North-
Netherlands,  location  Groningen.  The  TRAILS  protocol  was  approved  by  the 
national ethics committee. Informed consent was obtained from all parents after the 
nature of the study had been fully explained to them. Exclusion criteria were mental 
retardation, serious physical illness or handicap, and no Dutch-speaking parent or 
parent surrogate available and it was not feasible to perform assessments in the 
parent’s language. Responders and non-responders had a similar performance on 
psychopathology subscales and language scales (Huisman et al., 2008). Of the 
543  enrolled  cases,  two  were  excluded  because  information  about  age  was 
missing. Figure 1 shows the flowchart for response and non-response over the four 
assessments.
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At baseline, non-participants were more likely to be boys, to come from a lower 
socioeconomic  status  (SES)  background,  and  to  have  a  relatively  poor  school 
performance.  Since  poor  school  performance  has  been  related  to  more 
psychopathology  (Sijtsema et  al.,  2014)  and  less  religiosity  (Azagba,  Asbridge, 
Langille,  2014),  the  present  study  sample  might  underrepresent  children  with 
psychopathology and parents and children who are religious. 
Measuring religiosity
We assessed religiosity with variables used in previous research (called: religiosity 
variables) (ter Voert, Felling, Peters, 1994; te Grotenhuis & Scheepers, 2001), and 
with  variables  from  the  Social  Cultural  Developments  questionnaire  (SOCON), 
which has more in depth questions about  religiosity,  resulting in  three religious 
scales (called: SOCON religiosity). The religiosity variables can be considered as 
more so-called distal or organizational measures of religiosity (such as affiliation 
and frequency of attendance at services) (Cotton et al., 2006, Hackney & Sanders, 
2003), whereas SOCON religiosity uses more proximal measures (about religious 
meaning, support, and coping) (Cotton et al., 2006, Hackney & Sanders, 2003). In 
this study, the word ‘church’ is used to describe a place of worship, because the 
majority (60,4%) of the religious responders defined themselves as Christian. 
Religiosity variables
In TRAILS, one of the parents (mostly mother: 86%, further indicated as mother)  
was asked three descriptive questions about religion for herself, her partner and for 
her TRAILS son or daughter: about being a religious person, being affiliated with a 
church or denomination, and about the frequency of church attendance. On the 
basis of this information, four three-item variables (no religiosity, passive religiosity, 
and  active  religiosity)  were  constructed:  religiosity  of  the  child,  religiosity  of 
mothers, and religiosity of fathers (however, this was based on information from the 
mother, not self-report) (van der Jagt et al., 2015). Data were missing for some 
variables:  religiosity  of  mothers  (n=2),  religiosity  of  fathers  (n=94)  and  pre-
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adolescent  religiosity  (n=90).  Sensitivity  analyses were performed,  with  missing 
values for pre-adolescent religiosity, religiosity of the mother and religiosity of the 
father, being replaced with active religious and non-religious scores. Analyses with 
these values did not change the direction of the results.
SOCON
The SOCON questionnaire is a Dutch sociological  questionnaire that  has been 
used in  national  and international  research (ter  Voert,  Felling,  Peters,  1994;  te 
Grotenhuis & Scheepers, 2001).  SOCON consists of structured questions about 
different  sociological  subjects  such  as  labor,  education,  politics,  and  religiosity. 
SOCON has a  good  reliability  and  validity  (ter  Voert,  Felling,  Peters,  1994;  te 
Grotenhuis & Scheepers, 2001). It has 36 questions on religiosity for adults and 
nine questions were specifically  designed for  and asked to  pre-adolescents.  In 
TRAILS, mothers completed the questions for herself and her partner, and the pre-
adolescents  completed  the  SOCON  questions  by  self-report.  The  questions 
covered ‘Christian religiosity’ (4  items,  Cronbach  α=.84),  ‘Humanistic  beliefs’ (2 
items α=.88), and ‘Denial higher power’ (4 items, Cronbach α=0.79) (Table 1), with 
several statements (items) scored from ‘entirely convinced’ to ‘not convinced at all’. 
Pre-adolescents answered a selection of the items for adults. Items of the scale 
‘Christian religiosity were for example ‘For me, life only has meaning because of 
the existence of a God’ or ‘If you believe in God you can bear a lot of pain during  
illness’. Items of the scale ‘Humanistic beliefs’ were for example ‘Good and evil in 
the world are entirely the work of man’, ‘Life is merely an evolutionary process’, 
‘For me, God is nothing else than a valuable human’ and ‘God is not in heaven, but 
in the hearts of people’. The scale ‘Denial higher power’ contained items such as 
‘Death is the definite end of everything’ and ‘Sorrow that people experience has no 
purpose  at  all’.  Higher  scores  on  the  scale  ‘Christian  religiosity’  mean  higher 
religiosity, higher scores on ‘Humanistic beliefs’ mean more humanistic thoughts 
and less religiosity, and higher scores on ‘Denial higher power’ mean greater denial 
of a higher power (for example denial of God) and also less religiosity (ter Voert,  
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Felling, Peters, 1994; te Grotenhuis & Scheepers, 2001).
Pre-adolescent mental health
The Youth Self  Report  (ages 11-18 years)  (YSR) of  the Achenbach System of 
Empirically Based Assessment (ASEBA) was used for the first three assessments 
(Achenbach, 1991b).  This questionnaire contains 105 items (Cronbach α=0.94 in 
pre-adolescence and early adolescence, Cronbach α=0.93 in middle adolescence) 
regarding behavioral  and emotional  problems in  the last  six  months,  which are 
scored 0 (not true), 1 (somewhat or sometimes true), or 2 (very true or often true).  
Five  syndrome  scales  (anxious/depressed),  withdrawn/depressed,  somatic 
complaints,  aggressive  behavior,  and  delinquent  behavior)  and  the  broadband 
scales  internalizing  and  externalizing  problem  behavior  can  be  computed 
(Achenbach, Dumenci, Rescorla, 2003; Achenbach & Rescorla, 2003). Because by 
the time of  the fourth assessment  participants are  eighteen years or older,  the 
‘Adult  Self-Report’  (ASR)  was used,  with  identical  syndrome scales,  110  items 
(Cronbach α=0.96). relevant for these syndrome scales (Oldehinkel et al., 2004).
Descriptives
The internal consistency of all  SOCON scales was satisfactory (for the mothers 
Cronbach’s alpha (α)>0.75, for pre-adolescents α>0.79). All SOCON scales (for the 
mothers  and  for  pre-adolescents)  correlated  significantly  with  each  other 
(Pearson’s correlation coefficients (ρ)>0.26,  p-values (ps)<0.011),  except for the 
SOCON  variable  ‘Humanistic  beliefs’  of  the  pre-adolescent,  which  was  not 
significantly correlated with the three SOCON scales of the mother (ρ<0.06,  ps 
>0.354) (Table 1).
98

Using ANOVA analyses, the categorical religiosity variables of pre-adolescent and 
father did not show a significant association with any SOCON variable (ps>0.082). 
The categorical  religiosity variable of  mother showed significance in association 
with the SOCON scales from pre-adolescents and parents concerning ‘Christian 
religiosity’  and  ‘Denial  Higher  Power’  (ps<0.034),  but  not  with  SOCON  scale 
‘Humanistic  beliefs’ (p=0.119).  Further,  all  religiosity  variables  were  significantly 
associated with each other (ps<0.001). Covariates marital status and SES were 
added in analyses, while gender was added as a factor. SES was measured as the 
average of income level, educational level of both the father and the mother, and 
occupational level of each parent, using the International Standard Classification of 
Occupations. The lowest 25% of scores were considered as ‘low SES’, the highest 
25% as ‘high SES’, and everything in between was labeled as ‘middle SES’. The 
internal consistency of this variable was satisfactory (α=0.84) (Amone-P’olak et al., 
2009).
Data analysis
In the TRAILS clinic-referred cohort of 543 pre-adolescents (10-12 years), mental 
health  problems  were  assessed  using  self-report  in  pre-adolescence,  early 
adolescence (12-14 years), middle adolescence (14-17 years), and in adolescence 
(17-21 years).  Descriptive statistics  were calculated in  terms of  frequency (and 
percent distribution) for categorical  variables and mean (and standard deviation 
(±SD). The YSR was used in pre-, early and middle adolescence, and the ASR was 
used in adolescence. Religiosity was assessed at baseline by self-report by pre-
adolescents and their  mothers,  using the religiosity variables and the SOCONs 
Questionnaire, which goes into greater detail about religiosity. Each SOCON scale 
was categorized into ‘low’, ‘medium’ and ‘high’ scores, to be used in the repeated 
measure ANOVA analyses. Repeated measure ANOVA analyses were performed 
with  respectively  internalizing and externalizing problem behavior as dependent 
variables, time (in pre-, early, middle adolescence and in adolescence) as within 
factor, while the three religiosity variables and the six SOCON scales were added 
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as  independent  factor  for  every  analysis.  Planned  pairwise  comparisons  were 
performed  to  discover  significances  between  the  different  categories  of  each 
religiosity variable. Significance of pairwise comparisons is indicated with ‘*’ and is 
described in the text.  To correct  for the number of  statistical  tests (we run ten 
statistical  models,  six with the categorical  religiosity variables and four with the 
SOCON variables), the Bonferroni method was used, resulting in an alpha set at 
0.005, balancing between not being too strict and on the other hand taking the risk 
of a type II error seriously.
Results
Study population
Descriptives of the independent variables are given in Table 2.
101
Table 2. Descriptives of independent variables at baseline.
  n (%)
Gender Boys 358 65.9%
Girls 185 34.1%
SES Low SES 134 24.8%
Middle SES 272 50.3%
High SES 135 25.0%
Divorce of parents Yes 140 25.9%
No 401 74.1%
Religiosity pre-adolescent No religiosity 225 41.1%
Passive religiosity 170 31.1%
Active religiosity 58 10.6%
Missing 94 17.2%
Religiosity mother No religiosity 287 52.4%
Passive religiosity 112 20.5%
Active religiosity 142 26.0%
Missing 6 1.1%
Religiosity father No religiosity 273 49.9%
Passive religiosity 72 13.2%
Active religiosity 109 19.9%
Missing 93 17.0%
  Mean ±SD
SOCON scales pre-adolescent Christian religiosity 2.87 ±1.29
Humanistic beliefs 2.53 ±1.14
Denial higher power 2.65 ±1.11
SOCON scales mother Christian religiosity 2.56 ±1.09
Humanistic beliefs 2.74 ±0.77
Denial higher power 2.25 ±0.68
    
standard deviation (±SD)
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As shown in Table 3, the mean item value on internalizing problem behavior was 
0.40 ± 0.24 in pre-adolescence and slightly lower in early adolescence (0.38 ± 
0.25), middle adolescence (0.33 ± 0.25) and adolescence (0.35 ± 0.29). The mean 
item value on externalizing problem behavior was 0.32 ± 0.22 in pre-adolescence 
and increased slightly in early and middle adolescence. In adolescence, the mean 
item value  on  externalizing  problem behavior  was  lower  than  baseline  (0.30  ± 
0.24).
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Table 3. Descriptives dependent continuous variables in pre-, early, middle adolescence and in adolescence 
(baseline, T2, T3 and T4).
 Baseline* T2* T3* T
4 mean ±SD mean ±SD mean ±SD mean ±SD
Internalizing  problem 
behavior
0.40 ±0.24 0.38 ±0.25 0.33 ±0.25 0.35 ±0.29
Externalizing  problem 
behavior
0.32 ±0.22 0.33 ±0.21 0.37 ±0.23 0.30 ±0.24
         
SD = Standard Deviation
*YRS (Youth self-report)
**ASR (Adult self-report)
Internalizing problem behavior (Table 4a)
In the analysis of the three models with categorical religiosity variables religiosity 
mother,  religiosity  father  and  pre-adolescent  religiosity,  there  were  no  main 
religiosity or religiosity by time interaction effect on internalizing problem behavior 
(ps>0.181). Gender was significant as a factor (ps<0.001), but not in connection 
with one of  the categorical  variables (ps>0.062).  Neither the covariates nor the 
pairwise comparisons showed any significance. 
Concerning the model with SOCON scales based on pre-adolescents’ self-report, 
significance was reached in main analysis concerning the second SOCON scale, 
‘Humanistic beliefs’, and internalizing problem behavior (F(2,91)=5.643,  p=0.005, 
ƞ2=0.110), but not at the first and third SOCON scale. The overall gender effect 
just missed significance at the corrected p-value of 0.005 (F(2,91)=3.279, p=0.008, 
ƞ2=0.075). Further, there was a gender by ‘Humanistic beliefs’ interaction effect on 
internalizing  problem  behavior.  (F(2,91)=5.961,  p=0.004,  ƞ2=0.116).  Follow-up 
tests showed a main effect on ‘high’ scores associated with internalizing problem 
behavior, compared to ‘medium’ (mean item difference 0.165,  p=0.008) and ‘low’ 
scores (mean item difference 0.293,  p=0.004) on the SOCON scale ‘Humanistic 
beliefs’, with higher scores on internalizing problem behavior in case of a ‘high’.  
Higher scores mean more humanistic beliefs, measured by two statements that 
were answered by pre-adolescents, namely: ‘To me God is nothing else than the 
valuable in the human being’ and ‘God is not up there somewhere, but only in the 
hearts  of  people’  (www.trails.nl).  Further,  no  statistically  significant  two-way 
interaction between the SOCON scales from pre-adolescents and time was found. 
The covariates marital status and SES were not significant. Analyzing separately 
for females and males revealed significance for females, but not for males (resp. 
F(2,22)=8.873,  p=0.001,  ƞ2=0.446 and  F(2,67)=0.033,  p=0.967,  ƞ2=0.001).  In 
females, pairwise comparisons were significant, with higher internalizing problem 
behavior  in  case  of  high  scores  on  the  second  SOCON  scale,  compared  to 
respectively medium and low scores (mean item differences respectively 0.293 and 
0.323, p=0.004 and p=0.005). 
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Concerning the model with SOCON scales from mothers, there was no significance 
in  main analyses concerning the three SOCON scales.  Gender  was significant 
(F1,288)=12.178,  p=0.001),  and showed in  interaction  with  the  SOCON scales 
significance on the second SOCON scale (F(2,228)=5.358,  p=0.005,  ƞ2=0.045). 
Further, no statistically significant two way interaction between the SOCON scales 
from mothers and time was found. The covariates marital status and SES were not 
significant. Testing separately for females and males did not reveal any significant 
results.
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Externalizing problem behavior (Table 4b)
Concerning the three models with categorical religiosity variables religiosity mother, 
religiosity father and pre-adolescent religiosity, there were no main effects between 
these categorical  variables and externalizing problem behavior  (ps>0.197).  Also 
gender  was  not  significant  as  a  factor  and  in  interaction  with  each  of  these 
categorical  variables  (ps>0.347).  Further,  no  statistically  significant  two-way 
interaction between the SOCON scales from mothers and time was found. The 
covariates marital status and SES were not significant.
Concerning  the  two  models  with  the  SOCON  scales  from  respectively  pre-
adolescents and mothers, there were no main effects for the SOCON scales (resp. 
ps>0.551  and  ps>0.166).  Neither  gender  as  a  factor  was  significant  (resp. 
F(1,93)=0.114,  p=0.735 and F(1,230)=0.821,  p=0.366), nor gender in interaction 
with  the  SOCON  scales  for  respectively  pre-adolescents  and  mothers  (resp. 
ps>0.150  and  ps>0.478).  Further,  no  statistically  significant  two-way interaction 
between the SOCON scales from mothers and time was found. The covariates 
marital status and SES were not significant.
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Discussion
This study used longitudinal  TRAILS data to  determine whether pre-adolescent 
religiosity,  the religiosity of  mothers and the religiosity of  fathers predict  mental 
health problems during the transition from pre-adolescence to late adolescence 
and young adulthood.  Cross-sectional  studies report  a mental  health  benefit  of 
religion  in  adolescents  (Dew  et  al.,  2008;  Wong,  Rew,  Slaikeu,  2006).  This 
longitudinal  study showed that  the second SOCON scale from pre-adolescents, 
with  statements  about  humanistic  beliefs  was  associated  with  increased 
internalizing problem behavior in females who scored ‘high’ or ‘medium’ on this 
SOCON scale, compared to ‘low’ scores. This effect was not found in relation to the 
first and the third SOCON scale from pre-adolescents. Also, this effect was not 
found in males. Further, this association was not found in the SOCON scales from 
mothers.  None of  the  categorical  religiosity  variables  showed significance.  The 
SOCON  scale  ‘Humanistic  beliefs’  from  pre-adolescents  is  based  on  two 
statements, namely:  ‘To me God is nothing else than the valuable in the human 
being’ and ‘God is not up there somewhere, but only in the hearts of people’. High 
and  medium  scores  point  towards  a  higher  degree  of  agreement  with  these 
statements,  and were associated in this study with higher internalizing problem 
behavior as compared to lower scores on these statements. One could say that  
humanistic beliefs are Christian beliefs but without God. Seen in this way, higher 
self-reported humanistic beliefs, associated with higher self-reported internalizing 
problem behavior in female pre-adolescents could be a sign of reflection on and 
feeling responsibility towards life, in denial of a God outside themselves. This basal 
attitude was found to be associated with increased internalizing problem behavior. 
The fact that this study found a result on female pre-adolescents and not on male 
pre-adolescents, may be a result of a slower moral maturation of boys, compared 
to girls (Regnerus, 2003).
This may explain the persistence of this correlation, lasting from pre-adolescence 
up to young adulthood, instead of the expected decrease in time in case the quest  
phase would apply.
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Not  finding  major  significances  on  the  categorical  religiosity  variables  and  the 
SOCON scales  ‘Christian  religiosity,  could  have  other  reasons  as  well.  As  the 
clinic-referred  cohort  can  be  defined  as  a  cohort  of  pre-adolescents  with  an 
elevated risk for mental health problems, not finding significant associations with 
religiosity could  be due to other  psychosocial  and environmental  problems that 
exist  in  this  group  of  (pre-)adolescents  and  that,  together  with  genetic  liability, 
override any more subtle effects of religiosity. Also, not finding major significances 
on the categorical religiosity variables and the SOCON scales ‘Christian religiosity’ 
in  (pre-)adolescents differs  from results  in  Northern-American studies,  reporting 
positive  associations  between  religiosity  and  mental  health  in  pre-adolescence 
(Dew et al., 2008; Wong, Rew, Slaikeu, 2006; Barton et al., 2014,  Pearce, Little, 
Perez, 2003). This could be due to the fact that these (pre-)adolescents live in the 
Netherlands,  a country known for an increasingly secularized society.  This may 
cause  some  distress  as  a  consequence  of  being  special,  i.e.  being  religious 
(Abbotts et al., 2004), compared to the other youth which may dilute and diminish 
the associations between religiosity and mental health.
This study is unique with regard to the age of the participants and its longitudinal 
nature. Another strength is that we used the validated SOCON scales, that asked 
more in depth questions on religiosity. Further, the categorical religiosity variables 
for pre-adolescents and father were not associated with the SOCON scales, while 
the categorical religiosity for mother was only associated with ‘Christian religiosity’ 
and  ‘Denial  higher  power’,  and  not  with  ‘Humanistic  beliefs’.  Although  the 
categorical religiosity variable of mother showed a significant association with two 
out of three SOCON scales, the fact that religiosity of pre-adolescents and fathers 
was not associated with any of the SOCON scales may indicate that these two 
categories  of  instruments  measure  partly  a  different  aspect  of  religiosity.  The 
religiosity variables were composed of three questions, with two questions asking 
about  religious  behavior  (being  a  member  of  a  church  or  denominations  and 
frequency of church visits), the so-called distal or organizational measurement of 
religiosity (Cotton et al., 2006). The questions of the SOCON probe about religious 
112
content and impact on daily life, which can be seen as more proximal or measures 
of  religiosity.  Proximal  religious  variables,  like  personal  devotion  may  have  a 
stronger association with mental health measures than distal  religious variables 
(Hackney & Sanders, 2003). However, we did not find any significance concerning 
the categorical religiosity variables nor on the SOCON scales measuring religiosity. 
Note  that  we  applied  stringent  corrections  for  multiple  testing  by  using  the 
Bonferroni method.
This study has some limitations. Given that our research is part of a cohort that  
covers  different  types of  predictors  and outcomes,  we could  only  use a global 
construct for religion. TRAILS is being run in the three northern provinces of the 
Netherlands.  As  a  consequence  of  regional  differences  in  religiosity  in  the 
Netherlands, it may be difficult to generalize these findings to other areas and other 
countries. In conclusion, we found hardly any associations between religiosity and 
mental health in pre-adolescents, measured over time, which is in line with earlier 
TRAILS studies, and points towards a minor role of religiosity in the association 
with mental health in adolescence.
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Addendum Chapter 4
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Introduction
In Chapter 4 we applied an adjusted alpha level to correct for multiple testing. As a 
result, we found  humanistic beliefs to be associated with increased internalizing 
problem behavior in females who scored ‘high’ on this SOCON scale, compared to 
‘medium’ and ‘low’ scores. There were no other significant results with internalizing 
problem behavior, while statistical analyses did not reveal any significant results 
with externalizing problem as well. 
There are however different opinions among experts about how strict control for 
multiple  testing  should  be  in  case  of  interaction  effects  (Aiken  &  West,  1991; 
Marshall, 2007; Altman, 1991; Field, 2005). 
In  this  addendum  we  describe  the  results  when  a  more  lenient  approach  to 
correction  for  multiple  testing is  applied,  followed by  a  discussion  on choosing 
alpha levels in the light of Type I error and Type 2 error. 
Methods
Data analysis
Repeated measure ANOVA analyses were performed with respectively internalizing 
and externalizing problem behavior as dependent variables, time (in pre-, early, 
middle adolescence and in adolescence) as within factor, while the three religiosity 
variables and the six SOCON scales were added as independent factor for every 
analysis. Planned pairwise comparisons were performed to discover significances 
between the different categories of each religiosity variable.  We run ten statistical 
models,  six  with  the  categorical  religiosity  variables  and  four  with  the  SOCON 
variables.  Earlier,  we  corrected  for  the  number  of  statistical  models  with  the 
Bonferroni method, leading to an alpha level of at 0.005. From an epidemiological 
perspective, some experts advise that Bonferroni corrections are too stringent and 
that interaction effects may be considered as significant at a more lenient level of 
significance (Aiken & West, 1991). 
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Results
To explore whether we would miss relevant and interesting interaction effects by 
applying the Bonferroni correct, we also set alpha at 0.01 (instead of at .005). This 
would  lead  to  one  extra  result,  compared  to  Chapter  4.  This  result  concerns 
religiosity of mothers and externalizing problem behavior (see Table 1a & b).
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There was no main effect between religiosity of mothers and externalizing problem 
behavior (F(2,293)=1.192,  p=0.305).  Further,  there was neither a main effect of 
gender  nor  an  interaction  effect  between  religiosity  of  mothers  and  gender 
(ps>0.636).  However,  a  statistically  significant  two-way  interaction  between 
religiosity  of  mothers  and  time was found  (F(6,879)=2.874,  p=0.009).  Post-hoc 
pairwise comparisons did not reveal significance. This effect reflects externalizing 
problem behavior decreases over time from pre-adolescent to adolescent age in 
connection to religiosity of mothers (Figure 1).
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Discussion
Our additional  result  indicates  a  decrease  in  externalizing  problem behavior  in 
connection with  religiosity  of  mothers;  post-hoc  pairwise  comparisons were  not 
significant. This means none of the specific categories of religiosity of mothers was 
associated with externalizing problem behavior over time. 
Choices concerning the alpha level  have to be considered carefully.  Finding an 
adequate balance between  type I and  type II errors, in relation to the amount of 
tests  performed,  study design and other  results in the research,  is  a matter  of 
choice based on reasoning and literature. 
For the study of Chapter 4  we run ten statistical models, six with the categorical 
religiosity variables and four with the SOCON variables. According to Field (2005), 
the most popular (and easiest) way is to control the overall Type I error rate when 
multiple significance tests are carried out,  is to apply a correction to the  p-value 
(Bonferroni procedure). Each test conducted should use a criterion of significance 
of the p-value (normally .05) divided by the number of tests conducted. Adjusting p-
values based on the number of tests may seem a simple but effective correction, 
however, as mentioned by Field (2005), this tends to be too strict when many tests 
are performed. However, correction in our study for  the number of models (=10) 
with the Bonferroni method led to an alpha of 0.005.  Furthermore, if you reduce 
chance of  Type I  error  then you increase chance of  Type II  error  (that  is,  you 
reduce power with a chance of finding no effect while in reality there is). The  p-
value is a measure of how likely it is that an event (giving the underlying sampling 
strategy,  model assumptions etc.) occurred by "chance".  Choosing a  p-value of 
0.25 for instance (instead of 0.05, as often done) would mean we accept a risk of 
making a 25% chance misinterpretation that the hypothesis is true, while in fact it is  
not.  As associations in religiosity mental health research in (pre-) adolescents in 
the Netherlands and in Western Europe are sparse and of moderate effect size, we 
took extra care to prevent Type I error, i.e. finding effects that are accidental and in 
fact do not exist. 
Also, although Aikin & West (1991) do state alpha levels in interactions may be 
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(much) more tolerant (up to  p < 0.10), however, this has been subject of many 
discussions with experts on this subject, providing contrary statements (Marshall, 
2007). 
In  summary,  the most  important  is  not  statistical  significance,  and certainly  not 
whether it is below a p-value of 0.01 or even 0.001, but whether the results are 
weighted  in  relation to  the amount  of  tests  performed,  study design and other 
results in the research field. This Addendum adds towards Chapter 4 a more in 
depth discussion of arguments concerning alpha levels and an additional result in 
case of less stringent correction for multiple testing.
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Abstract
Background.  TRAILS  is  a  prospective  cohort  study  of  Dutch  youth,  from  pre-
adolescence (10-12 years)  to  adolescence  (18-21 years).  This  study examines 
whether religious differences between parents (harmony parents),  between pre-
adolescents  and  their  mothers  (harmony  pre-adolescent/mother)  or  fathers 
(harmony  pre-adolescent/father),  and  between  pre-adolescents  and  school 
(harmony  pre-adolescent/school),  represent  a  risk  factor  for  internalizing  and 
externalizing problem behaviors in pre-adolescence and in adolescence. Methods. 
Mental  health  problems  in  a  sample  of  2230  youngsters  (49.2%  boys)  were 
assessed using self-report: in pre-adolescence with the Youth Self-Report (YSR) 
and in adolescence with the Adult Self Report (ASR). Repeated measure ANOVA 
analyses were performed with internalizing and externalizing problem behaviors as 
dependent variables, time (pre-adolescence, adolescence) as within factor, and the 
four harmony variables as independent factors.  Results.  The variables harmony 
parents, harmony pre-adolescent/father, and harmony pre-adolescent/school were 
not associated with internalizing or externalizing problems, whereas the variable 
harmony  pre-adolescent/mother  was  significantly  associated  with  internalizing 
problems in pre-adolescence and adolescence (partial ŋ2=0.05). Pre-adolescents 
had  more  internalizing  problems  when  there  was  religious  dysbalance  (=being 
different  religious)  rather  than  religious  harmony  and  non-religious  harmony 
between adolescents and their mothers. Further, there was a significant two-way 
interaction  between  harmony  pre-adolescent/mother  and  time,  indicating 
externalizing problem behavior in connection with harmony pre-adolescent/mother 
decreased with time, as the child developed from pre-adolescence to adolescence. 
Effects  were  similar  for  boys  and  girls.  Conclusions.  The  harmony  pre-
adolescent/mother  variable  was  the  only  one  that  was  weakly  associated  with 
internalizing problem behavior. This suggests that this variable is somewhat more 
sensitive than other harmony measures in connection with problem behavior.
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Introduction
The  successful  development  of  a  pre-adolescent  into  a  young  adult  involves, 
among  others,  an  identity  transition  (Schulenberg,  Maggs,  Hurrelmann,  1999), 
including the integration and internalization of religiosity, if relevant (de Vries-Schot 
et al., 2008). The integration and internalization of religiosity is more likely to be 
positive if parents are (actively) religious (Pearce & Axinn, 1998; Kieren & Munro, 
1987; Pearce & Haynie,  2004; Brody,  Stoneman, Flor,  1996; Myers,  1996) and 
agree on the subject of religion (van der Jagt et al., 2011). Religiosity (Wong, Rew, 
Slaikeu, 2006; Cotton et al., 2006; Hackney & Sanders, 2003), parental religious 
harmony (Myers, 1996; van der Jagt et al., 2011), and religious harmony between 
school and home (Abbotts et al., 2004; Young, Sweeting, Ellaway, 2001) have been 
found to be modestly associated with better mental health, mainly in studies from 
North America), and as such are protective factors as the adolescent develops into 
a young adult (Schulenberg, Maggs, Hurrelmann, 1999). The association between 
religiosity and mental health is made complex by the difficulty in operationalizing 
religiosity (Koenig,  McCullough, Larson, 2001; Koenig, Kind, Carson, 2012) and 
mental  health (Janssen et al.,  2005).  The development of  a religious identity is 
often accompanied by a constructive phase of  doubt or quest  for certainty and 
genuineness,  called  the  quest  phase  (Batson  &  Ventis,  1982).  This  phase  is 
associated with a temporary increase in anxiety and conflict (Kojetin et al., 1987; 
Watson et al., 1988) and may occur at an earlier age in girls than boys because of 
their earlier physical and moral maturation (Regnerus, 2003; van der Jagt et al.,  
2017). The quest phase has mainly been studied in Christian religions (Kojetin et 
al., 1987; Messay, Dixon, Rye, 2012). 
Religious harmony and disharmony refer to similarities and differences in 
religious involvement between individuals in a specific environment. One of  our 
earlier  TRAILS  (Tracking  Adolescents’  Individual  Lives  Survey)  studies  found 
parental religious disharmony to be a risk factor for internalizing problem behavior 
in  10-  to  12-year-olds  and  a  risk  factor  for  self-reported  externalizing  problem 
behavior in 10- to 12-year-old boys, as compared to parental religious harmony 
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(van  der  Jagt  et  al.,  2011).  To  disentangle  the  complex  association  between 
religious disharmony and problem behavior in pre-adolescents and adolescents, 
we  extended  our  earlier  work  and  identified  four  types  of  religious  harmony, 
namely,  non-religious  harmony  (both  parents  being  non-religious),  religious 
harmony  (both  parents  being  religious),  religious  dysbalance  (parents  having 
different  levels  of  religiosity),  and religious  disharmony (one  parent  being  non-
religious, one being religious). 
Parental religious disharmony and parental religious dysbalance are risk 
factors for internalizing problem behavior in 10- to 12-year-olds (van der Jagt et al.,  
2011).  When  the  mother  was  passively  religious  (i.e.  feels  religious  and  is  a 
member of a church or denomination, but does not go to church) and the father 
was  non-religious  or  active  religious,  pre-adolescents  had  more  internalizing 
problem behavior, as reported by the mother. Parental religious disharmony and 
religious  dysbalance  were  identified  as  risk  factors  for  externalizing  problem 
behavior  in  10-  to  12-year-old  boys.  However,  it  is  unclear  whether  religious 
harmony or  non-religious  harmony is  a  protective  factor,  and  whether  religious 
dysbalance or religious disharmony per se is a risk  factor (van der Jagt  et  al.,  
2011). In the case of parental religious harmony, one would expect that religious 
quest  is  more  likely  to  occur  (Myers,  1996),  which  can  be  associated  with 
temporary increase in internalizing problem behavior. This can be expected earlier 
in girls than boys because girls mature earlier (Watson et al.,  1988). Increased 
externalizing  problem  behavior  can  also  be  expected  if  there  is  religious 
dysbalance or religious disharmony between parents (van der Jagt et al., 2011). In 
a  recent  study,  parental  religious  harmony  was  associated  with  less  flexible 
caregiving and was a risk factor for conflict. Parental control and parental rejection 
reported by children were both positively associated with parental religiousness, 
and were in turn associated with increased internalizing and externalizing problem 
behaviors (Bornstein et al., 2017).
 Internalizing  problem behavior  was  increased  in  the  10-  to  12-year-old 
children of  active religious mothers compared with  the children of  non-religious 
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mothers (van der Jagt et al., 2015), as was externalizing problem behavior in 14- to 
17-year-old children in the TRAILS clinic-referred cohort (van der Jagt et al., 2017). 
Religious harmony between pre-adolescents and their mothers was not associated 
with the severity of mental health problems (van der Jagt et al., 2017). A cross-
sectional study of 12- to 16-year-olds found religious disharmony (when either the 
mother or pre-adolescent is strongly religious and the other is not) between pre-
adolescents and mothers to be associated with mental health problems, namely, 
higher  levels  of  delinquency  (Pearce  &  Haynie,  2004).  Differences  in  the 
operationalization  of  religiosity  and  religious  disharmony  or  harmony  probably 
explain  why Pearce  & Haynie  (2004)  found religious  disharmony between pre-
adolescents and mothers to be associated with increased delinquency, whereas 
van  der  Jagt  et  al.  (2015;  2017)  did  not.  Another  potential  explanation  for  the 
discrepant findings is that the studies of van der Jagt et al. (2015;2017) involved a 
clinic-referred cohort  whereas the study of  Pearce & Haynie  (2004) involved a 
population-based cohort. 
Paternal  religious  activity  was  associated  with  religious  activity  in 
adolescent girls whereas maternal religious activity was not with religious activity in 
adolescent  boys or  girls.  However,  problem behavior  was not  assessed in  this 
cross-sectional study (Kieren & Munro, 1987). Lastly, religious harmony between 
pre-adolescents  and  their  school  was  found  to  be  beneficial  to  mental  health 
(Abbotts  et  al.,  2004).  Among 11-year-old  children from the two main Christian 
denominations in West Scotland, weekly church attendance was associated with 
mental health benefits for Catholics, but not for children affiliated with the Church of 
Scotland.  This  suggests  that  the  key  issue  is  whether  church  attendance  is 
normative within the peer group, as it was for Catholics in this context (Abbotts et 
al., 2004). Another study found an increased risk of suicidal behavior if there was a 
religious ‘mismatch’ between school and denomination in 11-, 15-, and 19-year- 
olds (Young, Sweeting, Ellaway, 2011).
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Aims of the study
The aims of the study were to investigate whether religious harmony or disharmony 
between parents,  between pre-adolescents  and their  mothers  and  fathers,  and 
between  pre-adolescents  and  their  school  is  related  to  internalizing  and 
externalizing problem behaviors, and whether this differs for boys and girls.
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Methods
Participants
The  Tracking  Adolescents’  Individual  Lives  Survey  (TRAILS)  is  a  prospective 
cohort study of Dutch pre-adolescents (age 10-12 years old) with four waves of 
assessment. The key objective of TRAILS is to chart and explain the development 
of mental health from pre-adolescence into adolescence (17-21 years), in terms of 
both psychopathology and underlying vulnerability and environmental risks. As the 
incidence  of  emotional  and  behavioral  problems  increases  substantially  in 
adolescence, pre-adolescents were monitored every 2 years until 24 years of age. 
This  report  is  based  on  data  collected  during  the  first  and  fourth  waves  of 
assessment (in pre-adolescence and adolescence). The survey was approved by 
the national  ethics committee ‘Centrale  Commissie  Mensgebonden Onderzoek’. 
Informed consent was obtained from all parents after the nature of the study had 
been fully explained to them. Well-trained interviewers visited one of the parents or 
guardians (mothers, 95.7%) at their homes, to help the parent/guardian fill  out a 
questionnaire. Children filled out questionnaires, in groups, at school, under the 
supervision  of  one  or  more  TRAILS  assistants.  They  were  also  assessed 
individually. Teachers were asked to fill out a brief questionnaire for all participating 
-children  in  their  class.  Children  were  excluded  from  the  study  if  they  were 
incapable of participating because of mental retardation, a serious physical illness 
or handicap, or if no Dutch-speaking parent or parent surrogate was available and 
it was not feasible to administer part of the assessment in the parents’ language. 
Of  all  children  approached  for  enrolment  in  the  study  (i.e.,  selected  by  the 
municipalities and attending a school that was willing to participate, n=3145), 6.7% 
were excluded because of incapability or language problems. A detailed description 
of the sampling procedure and method is provided in de Winter et al. (2005). In 
total, 2230 children (mean age=11.09, SD=0.55, 50.8% girls) were enrolled in the 
study  (i.e.  both  child  and  parent  agreed  to  participate)  and  1881  (84.3%)  still  
participated as adolescents (mean age=19.08, SD=0.60, 50.8% girls).
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Measures
Pre-adolescent and adolescent mental health
The Youth Self-Report (ages 11–18 years) (YSR), from ‘the Achenbach System of 
Empirically Based Assessment (ASEBA) (Achenbach, 1991b), was used for pre-
adolescents.  This  questionnaire  contains  105  items  (Cronbach  α=0.94)  on 
behavioral and emotional problems, which are scored 0 (not true), 1 (somewhat or 
sometimes true), or 2 (very true or often true). The ratings are based on the past 6 
months.  We  used  the  sum  scores  for  internalizing  and  externalizing  problem 
behaviors of the YSR. The Adult Self Report (ages 18 years and older) (ASR), also 
from  ASEBA (Achenbach  &  Rescorla,  2003),  was  used  for  adolescents.  This 
questionnaire contains 110 items (Cronbach α=0.96) on behavioral and emotional 
problems, which are scored in the same way as in the YSR and are also based on 
the past 6 months. We also used the sum scores for internalizing and externalizing 
problem behaviors of the ASR. Socioeconomic status (SES) was measured as the 
average  level  of  income,  education,  and occupation of  both  parents,  using the 
International  Standard Classification of  Occupations.  The lowest  25% of  scores 
were considered as ‘low SES’, the highest 25% as ‘high SES’, and everything in 
between  was  considered  as  ‘middle  SES’.  The  internal  consistency  of  these 
variables was satisfactory (α=0.84) (Amone-P’olak et al., 2009).
Religiosity
The harmony measures were constructed on the basis of three religiosity variables, 
namely,  the  religiosity  of  the  pre-adolescent,  the  father  (in  95.6%  based  on 
information from the mother in this sample), and the mother. Religiosity was based 
on  three  descriptive  questions  regarding  religion:  whether  the  respondent 
considered  himself/herself  a  religious  person,  whether  the  respondent  was 
affiliated with a church or denomination, and how often the respondent went to 
church.  After the answers to the three questions were dichotomized as 'yes'/ 'no', 
parents were assigned to the category ‘no religiosity’ (no ‘yes’ answers), ‘passive 
religiosity’ (first and second questions answered with ‘yes’, third question answered 
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with ‘(almost) never’), and ‘active religiosity’ (first and second questions answered 
with ‘yes’, third question answered with ‘monthly’ or more).  Only in case of three 
missing values, religiosity of mothers, fathers and pre-adolescents was considered 
as missing. The religiosity  mother  and  religiosity  father  variables  were  used  in 
earlier research (van der Jagt et al., 2011). The mother answered two questions 
regarding the religiosity of the child (being a religious person and being a member 
of a church), because we considered that 10- to 12-year-old children would not yet 
be able to make their own decisions about this. 
In this way, four religious harmony variables were composed: religious harmony 
between parents, religious harmony between pre-adolescents and mother, religious 
harmony between pre-adolescents and father, and religious harmony between pre-
adolescents and their school. However, the harmony variables were constructed 
differently than in earlier studies, i.e. not distinguishing between harmony (religious 
and non-religious harmony in one category) and disharmony (van der Jagt et al., 
2011),  but  with  categories  ‘non-religious  harmony’ (both  parents  non-religious), 
‘religious disharmony’ (one parent was religious, and the other was non-religious), 
‘religious dysbalance’ (one parent was passively religious and the other was active 
religious,  i.e.  different  levels  of  religiosity),  and religious harmony (both parents 
were either passively or active religious). Schools were considered to be either 
religious or non-religious as indicated by their names. This meant that there could 
be religious disharmony, but not religious dysbalance, between schools and pre-
adolescents.
Statistical analyses
Descriptive  statistics  were  used  to  calculate  the  frequency  (and  percent 
distribution) of the four harmony variables and mean (and standard deviation (±SD) 
values of the dependent variables. The YSR was used at baseline, and the ASR 
was used in adolescence. The harmony variables were calculated on the basis of 
the  religiosity  variable  and  were  assessed  at  baseline  by  self-report  by  pre-
adolescents,  their  mothers,  and  mothers  for  fathers,  using  the  three  basic 
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questions about religiosity. A three-way repeated measures ANOVA was conducted 
to determine the effects of religious harmony, gender, and time on internalizing and 
externalizing problem behaviors. Internalizing and externalizing problem behaviors 
were used as dependent variables, time (pre-adolescence, adolescence) as within 
factor, and the four harmony variables as independent factors. Gender was entered 
as a factor,  and marital  status and SES as covariates.  Alpha was set  at  0.05.  
Planned pairwise comparisons (using Least Significant Difference (LSD) to correct 
for multiple testing) were performed to test for significant differences between the 
different categories of each harmony variable.
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Results
Study population. The data of participants who reported to have a religion other 
than Christianity were excluded from analyses (n=199), as were 43 missing values 
and the ‘don’t  know/no answer’ answers of  mothers (n=12) and fathers (n=12), 
leaving 1962 cases. 
Descriptives  of  the  independent  and  dependent  variables  are  given  in 
Table 1. As shown in Table 1, the mean scores for internalizing problem behavior 
were 0.36±0.24 at baseline and 0.25±0.24 in adolescence; the mean scores for 
externalizing problem behavior were 0.27±0.19 and 0.23±0.21, respectively. The 
categories  ‘religious  disharmony’  and  ‘religious  dysbalance’  were  rather  small 
compared  to  ‘religious  harmony’  and  ‘non-religious  harmony’.  The  ‘religious 
disharmony’ category  for  pre-adolescents  and  their  mothers  was  too  small  for 
analysis and was excluded.
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Table 1. Descriptives of the independent and dependent variables in pre-adolescence.
Independent variables  n (%)
Gender Girls 997 50.8%
Boys 965 49.2%
Divorce of parents No 1555 79.3%
Yes 407 20.7%
Harmony parents Non-religious harmony 876 44.6%
Religious disharmony 180 9.2%
Religious dysbalance 27 1.4%
Religious harmony 590 30.1%
Missing 289 14.7%
    
Harmony  pre-adolescent  / 
mother
Non-religious harmony 1099 56.0%
Religious disharmony 5*** 0.3%
Religious dysbalance 36 1.8%
Religious harmony 795 40.5%
Missing 27 1.4%
    
Harmony pre-adolescent / father Non-religious harmony 894 45.5%
Religious disharmony 176 9.0%
Religious dysbalance 47 2.4%
Religious harmony 582 29.7%
Missing 263 13.4%
    
Pre-adolescent / school Non-religious harmony 854 43.6%
Religious disharmony 595 30.3%
Religious harmony 513 26.1%
Dependent variables  Mean ±SD
YSR* (pre-adolescence) Internalizing 0.36 ±0.24
Externalizing 0.27 ±0.19
ASR** (adolescence) Internalizing 0.25 ±0.24
Externalizing 0.23 ±0.21
*YSR = Youth Self-Report 
**ASR = Adult Self Report
***Category removed because of too low n
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Internalizing problem behavior 
Table  2  shows  the  results  of  the  repeated  measure  ANOVA  analyses  with 
internalizing  problem  behavior  as  dependent  variable  and  the  four  religious 
harmony variables as independent factors, together with gender as factor. There 
were no main effects and no two- or three-way interaction effects with any harmony 
variable in the first model with harmony parents, the third model with harmony pre-
adolescent/father, and the fourth model with harmony pre-adolescent/school and 
internalizing  problem  behavior.  However,  there  was  a  significant  main  effect 
between harmony pre-adolescent/mother and internalizing problem behavior in the 
second model (F(2,1448)=3.606, p=0.027, partial ŋ2=0.05). Gender as a factor was 
significant  (F(1,1448)=7.842,  p=0.005),  but  was not  significant  in the interaction 
with harmony pre-adolescent/mother.  The two-way interaction between harmony 
pre-adolescent/mother  and  time  was  not  significant,  nor  was  the  three-way 
interaction  between  harmony  pre-adolescent/mother,  time,  and  marital  status. 
Pairwise  comparisons  were  significant  between  religious  dysbalance  and  non-
religious harmony (mean item difference 0.091,  p=0.019) and between religious 
dysbalance and religious harmony (mean item difference 0.08, p=0.034). Increased 
internalizing problem behavior was associated with religious dysbalance between 
pre-adolescents and mothers. This concerned 36 pre-adolescents. 
In summary, when there was religious dysbalance between mothers and 
pre-adolescents, compared with religious harmony and non-religious harmony, the 
adolescents showed higher levels of internalizing problem behavior. The effect was 
similar  for  boys  and  girls  and  was  stable  over  time  from  pre-adolescence  to 
adolescence.
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Externalizing problem behavior 
Table  3  shows  the  results  of  the  repeated  measure  ANOVA  analyses  with 
externalizing  problem  behavior  as  dependent  variables  and  the  four  religious 
harmony variables as independent  factor,  together  with  gender.  There were no 
main effects or two- or three-way interactions with any harmony variable in the fifth 
model  with  harmony  parents,  the  seventh  model  with  harmony  pre-
adolescent/father, and the eighth model with harmony pre-adolescent/school and 
externalizing  problem  behavior.  In  the  sixth  model,  with  harmony  pre-
adolescent/mother and externalizing problem behavior, there was no main effect of 
harmony pre-adolescent/mother,  but  there was a significant  two-way interaction 
between  harmony  pre-adolescent/mother  and  time  (F(2,1460)=3.046,  p=0.048). 
Other two- or three-way interactions with harmony pre-adolescent/mother were not 
statistically significant. 
In summary, there was a significant two-way interaction between harmony 
pre-adolescent/mother and time and externalizing problems.
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Discussion
We constructed  four  variables  of  religious  harmony,  namely,  between  parents, 
between pre-adolescent/mother, between pre-adolescent/father, and between pre-
adolescent/school.  We examined  whether  religious  harmony  is  associated  with 
internalizing  and  externalizing  problem  behaviors  in  pre-adolescence  up  to 
adolescence,  and whether  this  differs for boys and girls.  In  this way,  insight  is 
gained in the process of religious identity transition which takes place from pre-
adolescence into adolescence (Schulenberg, Maggs, Hurrelmann, 1999). 
We did not find problem behavior to be associated with religious harmony between 
parents, religious harmony between pre-adolescent/father, and religious harmony 
between  pre-adolescent/school.  In  contrast,  religious  harmony  between  pre-
adolescents and their mothers was associated with internalizing problem behavior. 
Pairwise comparisons showed that religious dysbalance was linked with increased 
internalizing problem behavior compared with non-religious harmony and religious 
harmony. These effects were similar in boys and girls. There was a significant two-
way  interaction  between  harmony  pre-adolescent/mother  and  time,  indicating 
externalizing problem behavior in connection with harmony pre-adolescent/mother 
decreased with time, as the child developed from pre-adolescence to adolescence. 
These results differed from those of an earlier TRAILS study involving this 
population cohort (van der Jagt et al., 2011), where parental religious disharmony 
was found to be a risk factor for internalizing problem behavior in 10- to 12-year-
olds and for externalizing problem behavior in 10-to 12-year-old boys. In that study, 
parental religious disharmony was defined as ‘parents not being similarly religious’.  
In the current study, we specified this further as ‘parents being differently religious 
(=religious  dysbalance)’  and  ‘one  parent  is  religious,  the  other  is  non-religious 
(=religious disharmony)’. Another reason why we did not find a significant effect of 
parental  harmony is that  the earlier  TRAILS study was a cross-sectional study, 
while  the  present  TRAILS study used information  from two assessment  waves 
(pre-adolescence  and  adolescence).  As  the  current  TRAILS  study  involved 
adolescents, we used self-reported problem behavior,  whereas the earlier study 
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used parent- and teacher-reported information. 
In the earlier TRAILS study (van der Jagt et al., 2011), parental religious 
disharmony was found to be a risk factor for self-reported internalizing problem 
behavior  in  10-  to  12-year-old  children  and  a  risk  factor  for  self-reported 
externalizing problem behavior in 10-to 12-year-old boys. Thus one could conclude 
that  parental  religious  harmony  protected  children  against  developing  problem 
behavior. However, it was not clear whether this protection came from having ‘non-
religious parents’ or ‘religious parents’. In the present TRAILS study, a subdivision 
was made between ‘non-religious harmony’ and ‘religious harmony’ to  discover 
whether having ‘non-religious parents’ or ‘religious parents’ was a protective factor. 
In  the  current  study,  a  subdivision  was  made  between  ‘non-religious 
harmony’ and ‘religious harmony’ to discover whether having ‘non-religious parents’ 
or ‘religious parents’ was a protective factor. Also, subject of interest has been the 
quest phase, a temporary phase that is recognized by asking existential questions, 
self-criticism and openness to change (Batson & Ventis, 1982).   There is some 
empirical  evidence  that  the  quest  phase  can  be  seen  as  an  intermediate 
expression of religiosity in the sequence of extrinsic-quest-intrinsic, a sequence of 
internalizing religiosity (Watson et al., 1988). The quest phase has been associated 
with temporary personal distress and increased anxiety (Kojetin et al., 1987). There 
is  no evidence in the literature that  certain types of  religious environments are 
associated with  a higher or  lower incidence of  the quest  phase.  In the current  
study, the religious dysbalance group with increased internalizing problem behavior 
consisted  of  a  passively  or  active  religious  pre-adolescent  and  an  actively  or 
passively  religious  mother.  As  both  the  pre-adolescent  and  the  mother  were 
religious, it is striking that the pre-adolescents differed from their mothers in the 
frequency of church attendance. This may be a sign that they have started to ask 
existential  questions,  but  it  is  also  possible  that this  discordance  itself  leads to 
internalizing  problems.  We  were  not  able  to  investigate  the  group  of  pre-
adolescents and mothers with different religious beliefs (one religious the other not) 
because of the small group size (n=5).
148
The  only  harmony  variable  to  be  significant  was  that  between  pre-
adolescents  and  their  mothers,  which  suggests  that  mothers  have  a  greater 
influence, or are a stronger role model, in terms of religiosity than fathers or the 
school (van der Jagt et al., 2015; van der Jagt et al., 2017). That we did not find 
significant  effects of  the harmony variables could indicate that  other aspects of 
religious harmony may be associated with increased internalizing and externalizing 
problem  behaviors.  Examples  of  such  aspects  may  be  parental  control  and 
parental  rejection,  both  of  which  are  positively  associated  with  parental 
religiousness and with increased internalizing and externalizing problem behavior 
(Bornstein et al., 2017). 
An earlier cross-sectional study of a population cohort of 12- to 16-year-
olds  found  a  similar  association  between  religious  dysbalance  between  pre-
adolescents and mothers and externalizing problem behavior, namely, increased 
delinquency  when  pre-adolescents  and  mothers  did  not  have  similar  views 
regarding religiosity (Pearce & Haynie,  2004).  Religious harmony between pre-
adolescents  and  fathers  was  also  not  significantly  associated  with  problem 
behavior.  Two earlier studies of  harmony between pre-adolescents and schools 
pointed toward there being a mental health benefit of religious harmony (Abbotts et  
al., 2004; Young, Sweeting, Ellaway, 2011). We did not find religious disharmony 
between pre-adolescents  and  schools  to  be  associated  with  problem behavior. 
Both studies used more specific mental health measures than we did, which could 
be a reason for this difference in outcomes. Also, both those studies were from the 
UK (Abbotts et al., 2004; Young, Sweeting, Ellaway, 2011) and seemed to report  
stronger associations compared to those of the TRAILS studies (van der Jagt et al., 
2011, 2015, 2017). In the UK, most Catholic pupils attend a Catholic school, and 
most  Protestant  pupils  attend  a  Protestant  school.  Denominational  affiliation  in 
West Scotland not only seems to be a matter of doctrine and theology, but is also 
an  important  indicator  of  group  membership.  Also,  long-term  tensions  exist 
between Catholics and Protestants, resulting in separation in many areas of social 
life,  education,  party politics etc.  (Abbotts et  al.,  2004).  In the Netherlands,  the 
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differences between Catholics and Protestants are less pronounced, which could 
result  in  different  associations  between  religiosity  and  mental  health  in  both 
countries.
Overall, the statistically significant differences found were modest at best in 
both this study and in earlier TRAILS studies. Although the results of this study 
replicate those of an earlier study (Pearce & Haynie, 2004), they did not replicate 
those of TRAILS studies (van der Jagt et al. 2011; van der Jagt et al., 2015) and 
other  studies  (Abbotts  et  al.,  2004;  Young,  Sweeting,  Ellaway,  2011).  How  to 
operationalize  religiosity  is  recognized  as  a  problem  in  research  into  the 
relationship between religiosity and mental  health (Koenig,  McCullough, Larson, 
2001; Koenig, Kind, Carson, 2012). Moreover, differences in how mental health is 
measured also seem to play a role in differences between study results (Janssen 
et  al.,  2005).  Apart  from the  UK and  Dutch  studies,  most  of  the  literature  on 
religiosity and mental health is from the US, where a stronger association is found 
between the two than in the Netherlands (Pearce & Axinn, 1998; Pearce & Haynie, 
2004; Brody, Stoneman, Flor, 1996; Wong, Rew, Slaikeu, 2006; Cotton et al., 2006; 
Hackney  &  Sanders,  2003;  Regnerus,  2003).  This  could  be  because  the 
Netherlands is  becoming an increasingly  secularized society,  which may cause 
pre-adolescents  distress  if  they  are  religious  and  their  counterparts  are  not, 
because they are ‘different’ (Abotts et al., 2004). This could have partly neutralized 
associations between religiosity and mental health found in the present study.
This study had some strengths and limitations. A particular strength is the 
longitudinal  design  from  a  young  age  onward.  Also,  studying  the  religious 
environment of pre-adolescents in four different ways, including the religiosity of  
fathers in connection with problem behavior, is unique. A potential weakness is that  
information about parental religiosity was investigated using three broad questions, 
which were mainly answered by the mother, and information on the religiosity of the 
pre-adolescent was also obtained from the mother. Also, there were only 36 pre-
adolescents/mothers who did not agree about religion. Alpha was set at 0.05 as 
this study was seen as an exploratory study. However, if  the Bonferroni method 
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were  to  be  used  to  correct  for  the  analysis  of  eight  models,  the  association 
between harmony pre-adolescent/mother and behavior would be lost, whereas it is  
important to investigate the association between religious environment and mental 
health  of  pre-adolescents and adolescents in  order  to gain  more insight  in  the 
religious identity transition. 
Overall, increased internalizing problem behavior was found if there was a 
religious dysbalance between pre-adolescents and their mothers, compared with 
non-religious  harmony  and  religious  harmony  between  mother  and  child.  With 
regard to externalizing problem behavior, harmony between pre-adolescent/mother 
showed  an  interaction  with  time,  meaning  that  externalizing  problem  behavior 
decreased  from  pre-adolescence  to  adolescence.  None  of  the  other  harmony 
variables were associated with problem behavior. Although the effects were rather 
small in this study, pre-adolescents may be more sensitive to harmony/disharmony 
with theirs mother regarding religiosity than to other harmony/disharmony with their 
fathers or school.
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Abstract
Objective.  To investigate whether religiosity influences exposure to self-reported 
stressful life events (SLEs) and whether religiosity moderates the effects of SLEs, 
resulting in fewer problem behaviors.  Method.  The mental health problems of  a 
community-based longitudinal sample (n=2230) of pre-adolescents were assessed 
using self-report in early adolescence (12-15 years, Youth Self-Report, YSR) and in 
adolescence (18-21 years, Adult Self Report ASR). In early adolescence, the sum 
scores  for  SLEs  were  based  on  the  previous  2  years.  The  variables  church 
attendance and religious harmony of parents were based on information obtained 
when  they  were  10-12  years.  Associations  between  religiosity  and  SLEs  and 
whether religiosity was a moderator between SLEs and problem behaviors were 
studied,  using  repeated  measures  ANOVAs.  Results. Having  active religious 
parents,  but  not  church  attendance,  was  associated  with  fewer  SLEs  in  pre-
adolescents.  Neither  church  attendance  nor  religious  harmony  of  parents 
moderated the association between SLEs and problem behavior. Conclusion. The 
children of active religious parents experienced fewer SLEs in  pre-adolescence 
than  did  the  children  of  non-religious  parents  or  the  children  of  parents  with 
incompatible religious beliefs, but religiosity did not moderate the effects of SLEs 
on problem behaviors. Reasons for the absence of a religious coping effect are 
discussed, such as the measures of religiosity used and type of SLEs measured.
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Introduction
Religiosity is of importance to many individuals, providing fundamental beliefs and 
behaviors (Josephson, Mabe, 2004; Moreira-Almeida, Lotufo Neto, Koenig, 2006; 
George,  Ellison,  Larson,  2002;  Laufer,  Solomon,  Levine,  2010).  Most  (Koenig, 
King, Carson, 2012; Koenig, McCullough, Larson, 2001; van der Jagt et al., 2011, 
van der Jagt et al.,  2015, van der Jagt et al.,  submitted), but not all  (Bonelli  & 
Koenig,  2013;  van  der  Jagt  et  al.,  2017)  studies  have  shown  religiosity  to  be 
beneficial to mental health and that religiosity influences exposure to stressful life 
events (SLEs), either caused by humans or nature (Koenig, King, Carson, 2012) 
and provides a way of dealing with these events and stress in general (Josephson, 
Mabe, 2004; Moreira-Almeida, Lotufo Neto, Koenig, 2006; Koenig, King, Carson, 
2012;  Koenig,  McCullough,  Larson,  2001). This  is  known  as  religious  coping 
(Pargament, 1997; Pargament, Feuile, Burdzy, 2011; Pieper, de Vries-Schot, van 
Uden, 2012) and is particularly relevant to those individuals for whom their faith is 
an integral part of their lives (Serafini et al., 2015). Religion provides a meaning-
making framework to cope with stress, with religious coping increasing with the 
severity of the SLEs. The literature distinguishes between SLEs being repairable 
and SLEs being irreparable (Park, 2005). 
Although there are differences in how SLEs are conceptualized (Grant et 
al.,  2003), it  is  generally  recognized  that  SLEs  have  a  negative  effect  on 
internalizing  and  externalizing  problem behaviors  in  pre-adolescence  (Lerner  & 
Steinberg, 2009; Grant et al., 2003). Moreover, the association between SLEs and 
internalizing  and externalizing problem behaviors  is  influenced by  a  number  of 
factors,  such  as  the  characteristics  of  the  child,  environmental  factors,  and 
biological,  psychological and social processes (Grant et al.,  2003). The TRAILS 
study was designed to chart and explain the development of, and risk factors for, 
mental health problems as children progress from pre-adolescence to adulthood. 
Some  of  the  TRAILS  studies  investigated  the  association  between  SLEs  and 
internalizing and externalizing problem behaviors (Bouma et al., 2008; Bakker et 
al.,  2010).  For  example,  Bouma  et  al.  (2008)  investigated  whether  parental 
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depression and gender affected the association between SLEs and the probability 
of depressive problems in early adolescence. This study measured SLEs by a sum 
score  of  25  retrospectively  scored  stressful  life  events  from  a  questionnaire 
containing 36  events,  providing a  severity  index.  Results  showed that  parental 
depression  was  associated  with  a  higher  sensitivity  of  adolescents  to  the 
depressogenic  effect  of  SLEs  compared  with  adolescents  without  depressed 
parents. Also girls were more sensitive to these effects than were boys. Bakker et 
al.  (2010)  found  that  boys  and  girls  were  sensitive  to  different  types  of  peer 
stressors  and  that  peer  stress  was  associated  with  different  mental  health 
problems in boys and girls. In sum, SLEs have negative effects on internalizing and 
externalizing  problem  behaviors,  with  gender  indirectly  playing  a  role  in  this 
association (Lerner  & Steinberg,  2009;  Grant  et  al.,  2003; Bouma et  al.,  2008;  
Bakker et al., 2010).
Does religiosity lower exposure to SLEs?
Religiosity  may provide a mental  health  benefit  by lowering exposure to  SLEs, 
which would reduce problem behavior as a consequence. This may be because 
religiosity is related to health-promoting behavior (such as abstinence from alcohol, 
tobacco, regulations concerning sexual practices, following rules in traffic) (Koenig, 
King, Carson, 2012), and with a more cautious, less impulsive, and/or more value-
oriented lifestyle. This extends to the social environment of pre-adolescents and 
adolescents, families and friends (Koenig, King, Carson, 2012). 
Further,  pre-adolescents  and  adolescents  are  more  likely  to  become 
religious  if  they  live  in  a  religious  environment  (Myers,  1996). They  may  be 
protected  against  SLEs  by  their  religious  parents  and  by  their  internalized 
religiosity. Thus one would expect that religious pre-adolescents and adolescents 
would experience fewer SLEs than non-religious pre-adolescents and adolescents. 
However, we have not found cross-sectional or longitudinal studies that support 
this expectation. 
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Religiosity as moderator of the association between SLEs and internalizing and  
externalizing problem behaviors
Many people turn to religion for comfort when they experience SLEs. Most studies 
have focused on nature-caused SLEs, such as natural disasters, and on human-
caused SLEs such as war and terrorism (Koenig, King, Carson, 2012). Few studies 
involving (pre-)  adolescents have investigated whether religiosity diminishes the 
negative effects of SLEs on internalizing (Laufer, Solomon, Levine, 2010; Laceulle, 
Kleber,  Alisic,  2015)  and  externalizing  problems (Kabiru  et  al.,  2014;  Johnson, 
Morris, 2008; Palamar, Kiang, Halkitis, 2014). 
One study involving 8- to 12-year-olds assessed the association between 
SLEs and the amount of posttraumatic growth (i.e. internalizing symptoms) over 
time  (Laceulle,  Kleber,  Alisic,  2015).  Spiritual  growth  was  greater  in  religious 
children  than  in  non-religious  children,  revealing  a  protective  role  of  religiosity 
(Laceulle, Kleber, Alisic, 2015). Another study, among Israeli youths (aged 13–15 
years) exposed to terror, examined the role of religiosity and political ideology in 
the association between terror and posttraumatic growth (Laufer, Solon, Levine, 
2010). Both religiosity and political ideology mediated the effects of exposure and 
fear on growth, meaning that cultural worldviews, such as religiosity and political 
ideology, may assist in the process of coping with a traumatic event and managing 
fear (Laufer, Solon, Levine, 2010). 
Most  cross-sectional  studies  have  reported  a  moderating  effect  of 
religiosity on the relationship between SLEs and externalizing problems, such as 
alcohol and/or drugs use (Kabiru et  al.,  2014; Johnson, Morris,  2008; Palamar, 
Kiang, Halkitis, 2014). In a cross-sectional African study of 3064 adolescents (12–
19 years) living in a urban area in Africa, an area known for extreme adversity 
(Kabiru et al., 2010), SLEs were positively associated with delinquency. Parental 
monitoring, religiosity (measured as a composite measure from 5 items), and self-
esteem moderated the effect of adversity on delinquent behavior. A cross-sectional 
US study involving young adolescents (mean age 12.4 years) examined whether 
religiosity  moderated  the  association  between  SLEs  and  problem  behavior 
159
(Johnson,  Morris,  2008).  This  study  measured  religiosity  with  questions  about 
intrinsic religiosity and salience of religion. SLEs were measured as the sum score 
of a 20-item questionnaire. Frequency of alcohol, tobacco, and marijuana use were 
used  as  measures  of  externalizing  problem behavior.  Religiosity  was  found  to 
moderate the association between SLEs and frequency of alcohol, tobacco, and 
marijuana  use.  However,  a  study  of  US  adolescents  did  not  find  religiosity  to 
moderate the association between SLEs and delinquency (Johnson, Morris, 2008). 
Lastly, another US study found the protective effect of religiosity in the association 
between SLEs and drug and alcohol use to be dependent on the level of exposure 
to drugs and alcohol, as high exposure diminished the protective effect of religiosity 
(Palamar, Kiang, Halkitis, 2014). In summary, religiosity in growing pre-adolescents 
and adolescents has been shown in most,  but not  all,  studies to moderate the 
association between SLEs and anxiety and posttraumatic  growth,  and between 
SLEs and externalizing problem behavior in particular. 
As there have  been few longitudinal  studies of  this  topic  involving pre-
adolescents  up  to  young  adulthood,  we  analyzed  data  from  the  longitudinal 
TRAILS population cohort to learn more about the association between religiosity 
and exposure to SLEs, and about the possible protective role of religiosity against 
the  negative  effects  of  SLEs on  mental  health.  The  hypotheses tested  are  as 
follows:
1. Religiosity is associated with less exposure to SLEs.
2. Religiosity moderates (decreases) the negative effects of SLEs on 
problem behavior.
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Methods
Study design
The  Tracking  Adolescents’  Individual  Lives  Survey  (TRAILS)  is  a  prospective 
longitudinal cohort study of Dutch pre-adolescents (baseline age 10-12 years old). 
This study used data from a population cohort of 2230 pre-adolescents at baseline. 
TRAILS has  been designed to  chart  and explain  the development  of,  and risk 
factors for, mental health problems as children progress from pre-adolescence to 
adulthood,  both with regard to psychopathology and the underlying vulnerability 
and environmental risks. As the incidence of emotional and behavioral problems 
increases substantially  in adolescence, pre-adolescents were assessed every 2 
years until age 24. This report used data collected during the first, second, and 
fourth  waves of  assessment.  The survey was approved by the national  ethical 
committee  ‘Centrale  Commissie  Mensgebonden  Onderzoek’.  Informed  consent 
was obtained from all parents after the nature of the study had been fully explained 
to  them.  Children  were  excluded  from  the  study  if  they  were  incapable  of  
participating  because  of  mental  retardation  or  a  serious  physical  illness  or 
handicap; if no Dutch-speaking parent or parent surrogate was available; and if it  
was not feasible to administer part of the assessment in the parent’s language. Of 
all  children  approached  for  enrolment  in  the  study  (i.e.,  selected  by  the 
municipalities and attending a school that was willing to participate, n=3145), 6.7% 
were excluded because incapability or language problems. A detailed description of 
the sampling procedure and method is provided elsewhere (Amone-P’olak et al.,  
2009).
Data collection
Well-trained interviewers visited one of the parents or guardians (mothers, 95.6%), 
to ask them to fill out a questionnaire. Children filled out questionnaires, in groups, 
at  school  under  the  supervision  of  one  or  more  TRAILS  assistants,  and  were 
assessed individually. Teachers were asked to fill out a brief questionnaire for all  
participating TRAILS children in their class.
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Pre-adolescent and adolescent mental health
In early adolescence, the Youth Self-Report (YSR), from ‘the Achenbach System of 
Empirically  Based  Assessment  (ASEBA),  was  used  (Achenbach,  1991b).  This 
questionnaire  contains  105  items  (Cronbach  α=0.93  in  early  adolescence) 
regarding behavioral  and emotional  problems,  which are scored 0 (not  true),  1 
(somewhat or sometimes true), or 2 (very true or often true). The ratings were 
based  on  the  past  6  months.  We used  the  sum  scores  for  internalizing  and 
externalizing problem behaviors of the YSR. In adolescence, we used the Adult 
Self  Report  (ASR),  also  from  ASEBA  (Achenbach  &  Rescorla,  2003).  This 
questionnaire  contains  110  items  (Cronbach  α=0.96)  regarding  behavioral  and 
emotional problems, which are scored in the same way as in the YSR and which 
were  also  based  on  the  past  6  months.  We  also  used  the  sum  scores  for 
internalizing and externalizing problem behaviors of the ASR. 
Religiosity
Information on religiosity was obtained only in pre-adolescence. The religiosity pre-
adolescent variable was based on the frequency of church attendance, with the 
categories ‘weekly church attendance’, ‘several times per month’, ‘monthly church 
attendance’, and ‘ (almost) no church attendance’. Information was given by mostly 
the mother (86%). The variable harmony of parents on the subject of religiosity 
(further: harmony parents) was constructed based on the religiosity of mothers and 
fathers, as used in earlier studies (van der Jagt et al., 2011, van der Jagt et al.,  
2015; van der Jagt et al., submitted) and described below. Religiosity of mothers 
and fathers was assessed using three descriptive questions regarding religion – 
Are you a religious person? Are you affiliated to a church or denomination? and 
How frequently do you attend church? Mothers usually answered for their partners. 
Answers were dichotomized into 'yes'/ 'no' answers, with parents were assigned to 
the category ‘no religiosity’ (no ‘yes’ answers), ‘passive religiosity’ (first or first and 
second  question  answered  with  ‘yes’,  third  question  answered  with  ‘(almost) 
never’), and ‘active religiosity’ (first and second question answered with ‘yes’, third 
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question  answered  with  ‘monthly’ or  more).  Only  if  none  of  the  questions  was 
answered,  the variables ‘religiosity mother’ or ‘religiosity father’ were considered 
missing. The harmony parents variable had the following categories: non-religious 
harmony  (both  parents  are  non-religious),  religious  disharmony  (one  parent 
religious and one non-religious), religious dysbalance (both parents religious, but 
one parent passively religious and the other active religious), passively religious 
harmony  (both  parents  are  religious  and/or  are  affiliated  with  a  church  or 
denomination), and active religious harmony (two parents go to church monthly or 
more often).
Stressful life events
Self-reported  SLEs  were  assessed  in  early  adolescence  with  a  questionnaire 
developed specially for this study and for this age group. SLEs were based on the 
2 years before.  As this study aimed to measure negative SLE, we selected 22 
potentially negative and stressful  life  events from the 52 possible negative and 
positive  events included in  the questionnaire.  All  22 SLEs were human-caused 
SLEs  –  there  were  no  questions  about  nature-caused  SLEs.  To  study  the 
relationship  between  SLEs,  religiosity,  and  problem  behavior,  we  chose  those 
negative SLEs that would directly affect the participants, such as parental death or 
divorce, severe illnesses in the family, romantic relationship break-ups etc. As this 
SLE variable was highly skewed, data were log transformed. 
Data analysis
Descriptive statistics were calculated in terms of frequency and percent distribution 
for the categorical variables and mean and standard deviation (±SD) for continuous 
variables. Scores for internalizing and externalizing problem behaviors are reported 
as mean item values. Sum scores of stressful life events were calculated and log 
transformed.  Analyses  were  performed  with  the  statistical  package  IBM SPSS 
Statistics 24.
The  first  hypothesis  was  analyzed  with  two  ANOVA analyses,  with  SLEs  as 
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dependent variable and church attendance and harmony parents as independent 
variables. For the second hypothesis, two preliminary regression analyses were 
carried out to explore the association between SLEs and problem behavior. Then 
four  three-way  repeated  measure  ANOVAs  with  internalizing  and  externalizing 
problem behaviors as dependent variables were performed. Time was added as 
within factor (problem behavior in early adolescence and adolescence), and SLEs 
were  added  as  independent  variable  in  all  four  analyses.  Church  attendance 
harmony parents were added as independent variables (twice for internalizing and 
twice for externalizing problem behavior),  with correction for child’s  gender and 
marital status of parents. Alpha was set at 0.05. Planned pairwise comparisons 
(LSD)  for  church  attendance  and  harmony  parents  were  performed  in  every 
analysis.
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Results
Study population
Descriptives of the dependent and independent variables are given in Table 1. In 
total  2230 children (mean age=11.09,  SD=0.55)  were enrolled in the study (i.e. 
both child and parent agreed to participate). In early adolescence 2149 children 
participated (mean age=13.57,  SD=0.53)  and in adolescence 1881 (84.3%) still 
participated. Gender was equally distributed and about 20% of the pre-adolescents 
had divorced parents. The median SLE score was 2.70 (range=13.00). There were 
many missing values for church attendance because many mothers (66%) did not 
answer the question about the church attendance of her child. A total of 40% of all  
pre-adolescents had parents who were not religious (non-religious harmony). The 
mean item score for internalizing problem behavior was 0.33±0.24 (YSR) in early 
adolescence  and  0.25±0.23  (ASR)  in  adolescence.  The  mean  item  score  for 
externalizing problem behavior  was  0.29±0.20 (YSR)  in  early  adolescence and 
0.25±0.21 (ASR) in adolescence.
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Table 1. Descriptives of the dependent and independent variables.
Independent variables   n (%)
     
Gender Girls  1132 50.8%
     
Divorce of parents Yes  476 21.3%
     
Church  attendance  pre-
adolescent  in  pre-
adolescence
(almost) Never  289 13.0%
Monthly  95 4.3%
Several times per month  115 5.2%
Weekly or more often  260 11.7%
Missing  1471 66.0%
     
Harmony parents Non-religious harmony  891 40.0%
 Religious disharmony  243 10.9%
 Religious dysbalance  77 3.5%
 Passively religious harmony  345 15.5%
 Active religious harmony  398 17.8%
 Missing  276 12.4%
     
Min Max Mean ±SD
Total  SLE  in  2  years 
before early adolescence 0 13 2.7 ±2.25
     
Dependent variables   Mean ±SD
YSR (early adolescence) Internalizing behavior  0.33 ±0.24
 Externalizing behavior  0.29 ±0.20
ASR (early adolescence) Internalizing behavior  0.25 ±0.23
 Externalizing behavior  0.25 ±0.21
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Religiosity and exposure to SLEs
Church  attendance  was  not  significantly  associated  with  exposure  to  SLEs, 
whereas harmony parents was significantly associated with exposure to SLEs in 
pre-adolescents  (F(4,1949)=2.440,  p=0.045,  R  squared  0.005)  (Table  2).  In 
pairwise comparisons, active religious harmony compared to religious dysbalance 
and non-religious harmony was associated with decreased overall SLE scores.
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Religiosity and the negative effects of SLEs on problem behavior
On  uncorrected  regression  analysis,  SLEs  were  strongly  associated  with 
internalizing  and  externalizing  problem  behaviors  (β=0.453,  t(1639)=20.547, 
p<0.001  and β=0.408,  t(1652)=18.166,  p<0.001),  and this  relationship  was  still 
present after correction for gender and marital status (β=0.420, t(1639)=17.433, 
p<0.001  and  β=0.385,  t(1652)=16.929,  p<0.001).  Repeated  measures  ANOVA 
analyses without gender and marital status, with gender and marital status added 
separately into analyses and with gender and marital status used both as a factor 
in the analyses (reported) revealed no significant interaction effect between SLEs 
and religiosity in predicting either internalizing problem behavior (F(4,1440)=0.495, 
p=0.739, ƞ2=0.001) or externalizing problem behavior (F(4,1437)=0.270, p=0.897, 
ƞ2=0.001) (Table 3).
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Discussion
This article used data from the longitudinal TRAILS population cohort to learn more 
about the role of religiosity in protecting against the negative effects of SLEs on 
mental  health.  Religiosity  may diminish exposure to  SLEs or  may diminish the 
negative effects of SLEs on problem behavior. We found active religious parents to 
be associated with less self-reported SLEs in pre-adolescents,  and that  church 
attendance in pre-adolescence was not associated with SLEs. However, we did not 
find religiosity to moderate the association between SLEs and problem behavior.  
Thus our first hypothesis was confirmed and the second was rejected. 
The association between religiosity and exposure to SLEs has not been 
researched  much.  Our  finding  that  having  active  religious  parents  in  pre-
adolescence was associated with decreased exposure to SLEs can be considered 
to  result  from  the  more  protective  and  value-oriented  nature  of  the  children’s 
upbringing (Koenig, King, Carson, 2012). This is supported by the finding that the 
variables  church  attendance  and  harmony  parents,  which  measure  different 
aspects of the pre-adolescents’ religiosity, were strongly correlated (rs(756)=0.648, 
p<0.001). Taken together, these findings suggest that aspects of harmony parents 
other than church attendance were responsible for this effect (decreased exposure 
to  SLEs).  One  of  these  aspects  could  be  the  increased  likelihood  that  active 
religious parents transmit their beliefs to their children (Myers, 1996), which may 
also result in decreased exposure to SLEs. We investigated only human-caused 
SLEs, such as nuclear disasters, car accidents, accidents in amusements parks, or 
becoming involved in fights. A child raised in a more value-oriented environment is 
less likely to be involved in a car accident as a consequence of breaking traffic 
rules, and is probably less likely to go to an amusement park or to have an active 
nightlife,  which  reduces  the  risk  of  some  SLEs.  Results  were  in  line  with  our 
expectations. 
We also hypothesized that religiosity would decrease the negative effects 
of SLEs on problem behavior. As reported in the literature (Park, 2005; Lerner & 
Steinberg, 2009; Grant et al., 2003; Bouma et al., 2008; Bakker et al., 20120), we 
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also  found  in  preliminary  analyses  that  SLEs  were  associated  with  increased 
problem behavior in both boys and girls Some studies have reported religiosity to 
moderate the association between SLEs and problem behavior, having a protective 
role against the negative effects of SLEs on internalizing (Laufer, Solomon, Levine, 
2010; Laceulle, Kleber, Alisic, 2015) and externalizing problem behaviors (Kabiru et 
al., 2014; Johnson & Morris, 2008; Palamar, Kiang, Halkitis, 2014). With regard to 
internalizing problem behavior, one study reported an association between fear and 
post-traumatic  growth  (Laufer,  Solomon,  Levine,  2010),  and  another  found  a 
protective effect of religiosity on the association between SLEs and post-traumatic 
growth (Laceulle, Kleber, Alisic, 2015). These studies did not use sum scores for 
internalizing problem behavior, but instead used either a more specific measure, 
such as fear, or a measure of post-traumatic growth (Laceulle, Kleber, Alisic, 2015), 
which is certainly related to components of internalizing problems, but is a different 
concept  as  a  whole.  The  present  study  is  therefore  new  in  terms  of  relating 
religiosity to the association between SLEs and internalizing problem behavior. In 
the  studies  investigating  the  protective  effect  of  religiosity  on  the  association 
between SLEs and externalizing problem behavior,  the latter  was measured in 
terms  of  delinquent  behavior  (Kabiru  et  al.,  2014;  Johnson,  Morris,  2008), 
substance use, and alcohol use (Palamar, Kiang, Halkitis, 2014) which is different 
from the sum scores for externalizing problem behavior on the YSR and ASR for 
subscales delinquency and aggression. 
Studies  have  measured  religiosity  measured in  different  ways,  such as 
salience of religion and the extent of internalization of beliefs, whereas we used 
mostly behavioral measures. As religious coping is more likely to be used if religion 
is very important to the individual (Park, 2005), this could explain why we did not 
find  significant  moderating  effects  in  this  study.  Also,  the  chance  at  religious 
involvement in terms of meaning-making increases with the severity of SLEs. Less 
severe SLEs are mostly irreversible, while severe SLEs tend to be irreversible, 
such as death. Although our questionnaire on SLEs contained items on the death 
of an important person, other items concerned less severe SLEs, such as being 
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bullied.  Measuring  SLEs  that  can  be  ‘repaired’,  such  as  bullying,  may  have 
diminished the chance that religion was needed to give meaning to the SLE, which 
may have resulted in non-significant findings. 
This study had several strengths and weaknesses. A particular strength is 
the longitudinal design of the TRAILS study, which enabled us to relate religiosity to 
SLEs and problem behavior in early adolescence and adolescence. Also, we used 
a  validated  and  often-used  questionnaire  for  SLEs  in  early  adolescence.  A 
weakness of  this  study was that  information  on the church  attendance  of  pre-
adolescents was provided by parent report and information about the religiosity of 
the father was provided by the mother.
In conclusion,  although the present study cannot be compared to other 
studies  in  terms  of  study  design  and  choice  of  measures  for  religiosity  and 
internalizing and externalizing problem behaviors, the results are consistent with 
the modestly significant findings reported in other TRAILS studies (van der Jagt et 
al., 2011; van der Jagt et al., 2015;, van der Jagt et al., 2017, van der Jagt et al.,  
submitted).  We  found  SLEs  to  be  positively  associated  with  internalizing  and 
externalizing problem behaviors, and that having active religious parents appeared 
to  diminish  the  exposure  of  pre-adolescents  to  SLEs  relative  to  having  non-
religious  parents  (non-religious  harmony)  or  parents  that  differed  on  religiosity 
(religious dysbalance).  However,  religiosity did not  act  as a moderator  between 
SLEs and problem behavior as pre-adolescents matured into adolescents.
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Chapter 7
General discussion and conclusion
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General discussion
There has been little longitudinal research on religiosity and mental health in pre-
adolescents  and  adolescents,  certainly  in  the  Netherlands.  The  studies  of  this 
thesis  aimed to explore this relationship  in  TRAILS,  a longitudinal  cohort  study 
involving a population-based cohort and a clinic-referred cohort of pre-adolescents. 
To  this  end,  we  a)  determined  in  a  cross-sectional  study whether  religiosity  is 
associated with mental health in pre-adolescents in a population-based cohort and 
in  a  clinic-referred  cohort  (Chapters  2  and  3);  b)  used  the  Social  Cultural 
Developments  Questionnaire  (SOCON)  to  better  assess  religiosity,  using  self-
reported information from pre-adolescents and their mothers on religiosity (Chapter 
4); c) investigated the influence of a religious environment on problem behavior up 
to adolescence; and d) studied the association between religiosity and serious life 
events (SLEs), also in relation to problem behavior. 
Table  1  provides  a  summary  of  the  main  findings  of  these  studies. 
Differences in cohorts (population-based or clinic-referred), age of the participants 
(pre-adolescence, early adolescence, middle adolescence, and/or  adolescence), 
and design (cross-sectional or longitudinal) are indicated.
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Following the description of the main findings of these studies, I will now consider 
and  discuss  them in  the light  of  the  frameworks  that  have  been mentioned  in 
Chapter 1.  
 From the perspective of the relation between religiosity and well-being, 
Cohen & Wills (1985) provided two models, namely the main- or direct-
effect model and a buffering model. The main effect model, pointing 
towards a direct effect between religiosity and mental health regardless 
the level of stress, provided the base of the studies in the Chapters 2, 
3, 4 and 5, while the buffering model, in which religiosity reduces the 
impact  of  life  stress  on  internalizing  and  externalizing  problem 
behavior, was applied in Chapter 6. 
 From  a  cognitive-behavioral  perspective  (James  &  Wells,  2003), 
religion  provides  structure  to  life  in  many  ways  (Pargament,  1997; 
Pieper, de Vries-Schot, van Uden, 2012; Koenig, McCullough, Larson, 
2001,  Koenig,  King,  Carson, 2012,  Moreira-Almeida,  Lotufo  Neto, 
Koenig,  2006;  Cotton  et  al.,  2006;  Rew  &  Wong,  2006;  Bonelli  & 
Koenig, 2013, Rew, Wong, Sternglanz, 2004). Increased internalizing 
problem  behavior  in  pre-adolescents,  as  described  in  Chapter  2, 
scored  by  mothers  in  case  of  passively  religious  mothers  and 
disharmony with the religiosity of fathers, could be a result of a less 
clear  religious  orientation  and  religious  commitment.  Increased 
internalizing  problem behavior  in  pre-adolescence  and  adolescence 
was associated with religious disharmony between pre-adolescent and 
mother,  as  described  in  Chapter  5.  As  a  consequence  of  religious 
disharmony, religious orientation and religious commitment will  differ 
between  pre-adolescent  and  mother,  resulting  in  differences  in  the 
structure to life provided by religion. This could have caused increased 
inner tension and stress, reflected in increased internalizing problem 
behavior.  The  relationship  between  religiosity  of  parents  and  the 
amount of SLEs in pre-adolescents, described in Chapter 6, can also 
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be  seen  from  a  cognitive-behavioral  framework,  as  religious 
prescriptions  of  healthy  behavior  do  diminish  the  effects  of  SLEs 
(Koenig, King, Carson, 2012). 
 The intergenerational religious transmission model (Regnerus, 2003a; 
Barton  et  al.,  2014;  Flor  &  Knapp  2001)  is  applied  as  one  of  the 
arguments in the discussions of Chapter 3, where active religiosity of 
mothers was associated with increased internalizing problem behavior 
in pre-adolescents, compared to pre-adolescents from passively and 
non-religious mothers. This result could have been a consequence of 
the quest phase of internalizing religious beliefs. Therefore, this result 
could have been in harmony with the finding of Flor & Knapp (2001), 
who  concluded  that  parent  modeling  of  religious  behavior  was  the 
strongest predictor of adolescent religious behavior.  
 The  social  support  theory  (Moreira-Almeida,  Lotufo  Neto,  Koenig, 
2006; Miller & Gur, 2002; Wills, Yaeger, Sandy, 2003; Varon & Riley, 
1999)  is  relevant  to  those  results  where  religiosity  is  connected  to 
decreased internalizing and externalizing problem behavior. This was 
the  case  in  Chapter  2,  where  religious  harmony  of  parents  was 
associated  with  decreased  self-reported  externalizing  problem 
behavior  in  pre-adolescents.  Further,  not  finding stronger significant 
results in the Chapters 2, 3, 4 and 5, can also be understood from the 
argument  of  the  secularization in  the  Netherlands.  This  may cause 
religious pre-adolescents to feel different from their peers which may 
cause  distress  and  could  have  masked  more  robust  positive 
associations found in adults and in the US. 
 Durkheim’s ([1897] 1951) sociological interest in religiosity points for 
example  towards  the  protective  effects  of  living  in  a  religious 
community (Stark 1996; Stark et al, 1982). An extension of this theory 
(the  social  control  theory)  postulates  that  interaction  with  others 
reinforces  moral  norms  and  fosters  social  attachment  (Bainbridge, 
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1989; Stark & Bainbridge, 1996). The protective effects of living in a 
religious  community  have,  in  case  of  delinquency,  been  associated 
with living in communities where the majority of  people are actively 
religious (Stark & Bainbridge 1996; Stark et al., 1982). The participants 
of the studies in this thesis live in the three Northern provinces of the 
Netherlands, where the minority of  the people are actively religious. 
According to the social control theory, the participants of our studies 
lacked the protective effect of living in a religious community. 
 The intrinsic-extrinsic  concept  (Allport,  1967),  together  with  the 
addition of the quest phase (Messy, Dixan, Rye, 2012), has been used 
in the Chapters 2, 3, 4 and 5, with Chapters 4 and 5 using longitudinal 
designs.  The quest  phase has  been described  by Batson & Ventis 
(1982)  as  a  lifelong  orientation,  but  can  also  be  seen  as  an 
intermediate expression of religiosity in a developmental model, in the 
sequence of extrinsic-quest-intrinsic (Watson et al., 1988). The age of 
the participants in this study, the longitudinal design of Chapters 4 and 
5  and  the  measurement  of  internalizing  and  externalizing  problem 
behavior made this concept an important part of these Chapters. 
 The biopsychosocialspiritual model (de Vries-Schot et al., 2008) can 
be seen as a framework that integrates several different conceptual 
frameworks, and as a consequence, this framework is implicitly used in 
all Chapters. 
As  described  above,  most  of  these  concepts  were  in  some  way  used  in  the 
discussions  of  the  Chapters.  Therefore,  one  could  say  that  the  most 
comprehensive  concept  is  the  most  integrative  concept,  which  is  the 
biopsychosocialspiritual  model.  This  is  indicative  for  the  multiple  underlying 
mechanisms  for  the  associations  found  between  religion  and  mental  health. 
Studying religiosity and mental health in (pre-)-adolescents adds at several points 
to this complexity, as (pre-) adolescence is a very dynamic period in life, influencing 
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the  association  between religiosity  and  mental  health.  Further,  there  are  some 
specific concerns that need to be addressed, which are 1) the fact that religious 
adolescents  are  less  likely  to  report  negative  internalizing  outcomes,  such  as 
problems with low self-esteem and general  maladjustment (Barton et  al.,  2014; 
Bergin et al., 1988) and 2) the fact that valid instruments for younger age groups 
measuring religiosity are still lacking. 
The  studies  of  this  thesis  revealed  relatively  few  significant  effects  (and  of 
moderate  effect  size)  of  religion,  certainly  when compared to  US studies.  This 
suggests the presence of confounding and mediating factors specific to the age 
groups studied and to the Dutch situation, as will be discussed below.
Connection with Dutch society
The studies in this thesis involved a large longitudinal cohort of pre-adolescents 
living  in  the  Northern  provinces  of  the  Netherlands  in  2000.  Even  though  the 
country is small, there are large denominational differences across the country. As 
a consequence, the results of  this thesis cannot easily be generalized to other 
parts  of  the  country.  In  the  TRAILS  population  cohort,  from the  mothers  who 
considered themselves a religious person, 37.8% were Protestant, 9.7% Catholic, 
8.1% filled out  to  have a religion other  than Christianity,  while  31.0% of  these 
mothers was not affiliated with a church or denomination. The modest results of our 
studies may be due to a diminishment of possible more robust benefits of religiosity 
on problem behavior by 1) the quest phase and/ or 2) the tensions that religious 
pre-adolescents may experience as a consequence of being different in a country 
that  is  becoming  increasingly  secularized  and  where  church  attendance  and 
religious affiliation have declined steadily since the 1960s.  It  is  recognized that 
living in  a  religious community  can increase  the  protective effects  of  religiosity 
against  internalizing and externalizing problems in pre-adolescents (Stark 1996; 
Stark et  al.,  1982).  As the Netherlands has become a secularized,  multicultural 
society, it can be expected that this protective effect of being part of a religious 
community  has  disappeared.  This  may  also  explain  why  studies  from the  US 
typically report more robust results in this field.
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Strengths and weaknesses of this thesis
Strengths
A particular strength of  the studies described in this thesis was the longitudinal 
nature  of  both  the  population-based  cohort  and  the  clinic-referred  cohort  from 
TRAILS. Longitudinal studies of religiosity and mental health are scarce, especially 
in  pre-adolescence.  To  our  knowledge,  there  have  been  no  Dutch  longitudinal 
studies up until 2017 about youth. Another strength was the fact that information on 
the subject of religiosity was available for pre-adolescents, mothers, fathers, and 
schools. 
Weaknesses
As the studies involving the TRAILS population cohort and the clinic-referred cohort 
were not specifically designed to measure religiosity, we initially used only three 
questions  to  assess  religiosity.  Later,  we  used  SOCON  to  obtain  in-depth 
information about religiosity in the clinic-referred cohort.  The three questions on 
religiosity  asked  at  baseline  in  both  study  cohorts  mainly  evaluate  behavioral 
aspects or distal  domains of  religiosity and may have weaker associations with 
mental  health  measures  than  proximal  domains  (Hackney  &  Sanders,  2003). 
Moreover, we assessed symptoms, that is, negative measures of mental health, 
which again are known to show weaker associations with religiosity than positive 
measures of mental health (Janssen et al., 2005). Together, these aspects may 
have contributed to not finding robust associations between religiosity and mental 
health  in  the  studies.  Another  limitation  is  that  mothers  answered  the  three 
questions about religiosity on behalf of their (pre-)adolescent child. 
Also, in each study we used multiple models in the statistical analyses, which could 
have increased the chance of a type II error and of finding significant results by 
chance. In the first two studies, an alpha level of 0.05 was chosen, with Bonferroni 
corrections in post-hoc analyses. In the third study, an alpha level of 0.005 was 
used, while the fourth and fifth studies were exploratory, and so an alpha level of  
0.05 was used. When considering the complexity of studying religiosity and mental 
health, the TRAILS cohort studied, and the age of the participants (who were in the 
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tumultuous phase of becoming adolescents), our findings and the choices made for 
alpha levels can be seen as providing a basis for further research. 
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Clinical implications
We did not find religiosity to be strongly associated with the mental health of pre-
adolescents.  Although  clinicians  might  tend  to  have  a  more  open  attitude  to 
religiosity than in the past, the main message of this thesis is that religiosity does 
not greatly influence presence or severity of mental problems. This might well be 
due to a summation of positive and negative effects, but it is not currently possible 
to ascertain this. However, our findings give rise to a number of specific clinical and 
practical implications:
 Increased  internalizing  problem  behavior  in  (pre-)  adolescence  may  be 
associated with passive religiosity of mother in combination with disharmony 
on the subject of religiosity with father, active religiosity of mothers and in case 
of  religious  disharmony  between  pre-adolescent  and  mother.  Increased 
externalizing problem behavior in (pre-) adolescence may be associated with 
(religious) disharmony of parents. 
 Religiosity of mothers was involved in all results in this thesis, which may point 
to a role model function of mothers with regard to religiosity. Interventions to 
help pre-adolescents with problem behavior and who have a religious mother 
(or  family)  could  focus on  helping mothers  to  be aware of  this  role  model 
function
 In  the case of  religious disharmony between mothers and pre-adolescents, 
therapeutic interventions could focus on communication, to facilitate religious 
harmony,  or  clinicians  could  advise  mothers  and  pre-adolescents  to  seek 
pastoral care or to arrange a kind of interprofessional collaboration
 Nowadays, some information about religiosity is often collected automatically 
with standardized questionnaires during hospital intake procedures. In specific 
situations,  for  example  in  the  case  of  unexplained  anxiety  or  depression, 
communication  problems  or  externalizing  problem  behavior  in  religious 
families,  or  unexplained  failure  of  treatment,  additional  information  may be 
needed about  differences in  religiosity  within  families,  in  particular  between 
parents and between pre-adolescents and mothers.
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More generally speaking, our findings support:
 the relevance of religiosity in the lives of (pre-) adolescents
 the necessity of taking religiosity into account as one of the factors impacting 
on mental health of (pre-) adolescents
 the advice of  the World Psychiatric Association (WPA, 2015) to incorporate 
knowledge  about  the  religiosity  -  mental  health  research  area  as  well  as 
practical  skills  to  address  this  issue  in  patient  care  and  also  in  specialist 
trainings
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Directions for future research
We  did  not  find  robust  associations  between  religiosity  and  internalizing  and 
externalizing problem behaviors. A potential reason for this is the lack of in-depth 
questions about  religiosity.  The use of  measures that  target  the more proximal 
domains of religiosity (such as salience of beliefs, personal devotion like praying or 
reading  the  Bible  or  other  religious  books  or  measuring  the  proportion  of 
internalized  religiosity)  might  have  provided  greater  insight  into  the  association 
between religiosity and problem behaviors. Further, although the quest phase of 
religiosity as an intermediate phase of development has been the subject of debate 
in the literature, research into measures of the quest phase along with the extrinsic 
and  intrinsic  orientations  and  its  association  with  problem  behaviors  in  pre-
adolescents would also help to learn more about the development and integration 
of religious beliefs. 
Succinct  measures of  religiosity  are  needed for  studies that  do not  specifically 
target  religiosity.  Short  questionnaires  measuring  intrinsic  religiosity  include  the 
Duke University Religion Index (DUREL), with three subscales that can be used 
separately, the third subscale of which measures intrinsic religious motivation in 
three items on a 6-point Likert scale. The DUREL has good psychometric qualities. 
Another scale with good validity is the Mature Religiosity Scale (MRS), which was 
developed in the Netherlands and is a scale with 16 items. It measures the extent  
to which a person’s religiosity is integrated into daily life and how it has developed 
over time (de Vries-Schot, Pieper, van Uden, 2012). 
In our studies, we focused on religiosity rather than on spirituality, a topic that has 
enjoyed increased interest in recent years. A spirituality self-rating scale (Lucchetti,  
Lucchetti,  Vallada,  2013),  which  resembles  the  DUREL,  using  six  statements 
scored on a Likert scale, might complement scales that cover the dimensions of 
religiosity/spirituality as a whole. However, it is difficult to choose an appropriate 
scale from among the many available.  It  would certainly help if  a set  of  widely 
accepted and standardized instruments could be established, perhaps on the basis 
of  a  systematic  review,  as  this  would  enable  the  comparison of  results  across 
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studies and would also help scientists less familiar with this research area. Valid 
instruments for younger age groups are also needed. 
There has been relatively little research into religiosity and mental health in 
pre-adolescence,  and  certainly  few  studies  with  a  longitudinal  design.  If 
secularization  in  the  Netherlands  puts  religious  pre-adolescents  in  a  ‘difficult’ 
position,  which  may  cause  distress,  this  could  have  masked  the  more  robust 
positive associations found in adults (de Lely 2009) and elderly in the Netherlands 
(Braam, 2001; Braam et al., 2004; Braam et al., 2010) and in (pre-)adolescents and 
adults in the US. This phenomenon could be studied in the Netherlands as well, 
which could help in order to disentangle more of the complex association between 
religiosity and mental health.
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Conclusion
In these studies, we found that the religiosity of mothers on its own and religious 
differences between respectively mothers and fathers, and between mothers and 
pre-adolescents,  were  associated  with  increased  problem  behavior  from  pre-
adolescence  up  to  adolescence.  Further,  having  active  religious  parents  was 
associated with decreased exposure of pre-adolescents to SLEs. Neither church 
attendance  nor  religiousness  of  parents  protected  pre-adolescents  and 
adolescents against the negative effects of SLEs on internalizing and externalizing 
problem behaviors. The associations found in the studies described in this thesis 
were only of moderate effect size.
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Summary & summary in Dutch
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Summary Chapter 1
The number of studies on the association between religiosity and health has grown 
exponentially over the last decade. Yet studies of religiosity and mental health in 
pre-adolescents are complicated by difficulties in the operationalization of religiosity 
(Bonelli & Koenig, 2013) and by differences in the mental health measures used 
(Janssen et  al.,  2005).  Moreover,  the associations found differ between studies 
carried out in the US and Western Europe (van der Jagt et al., 2017). Studies from 
the US report  more robust  positive  associations between religiosity and mental 
health (Bonelli & Koenig, 2013; Koenig,  McCullough, Larson, 2001; Koenig,  King, 
Carson, 2012) than do Western European studies (Harakeh et al., 2012, van der 
Jagt et al., 2011, van der Jagt et al., 2015, van der Jagt et al., 2017). Also, multi-
religion and cross-national approaches are far and few (Bornstein et al., 2017). The 
mental health benefit of religiosity also seems to depend on whether religion is an 
integral component of a person’s life or is used for other purposes (Allport, 1960; 
Allport & Ross, 1967). The internalization of religiosity is often accompanied by a 
temporary increase in personal distress and anxiety (Watson et al., 1988; Kojetin et 
al.,  1987).  These  different  effects  of  religiosity,  studied  in  a  dynamic  period  of 
development (the transition from pre-adolescence to adolescence and adulthood) 
perhaps underlie why findings are modest and sometimes ambiguous.
The  studies  of  this  thesis  add  investigated  the  following  aspects,  thereby 
contributing to existing knowledge in this complex area:
 To determine the relationship between parental religiosity, parental harmony on 
the  subject  of  religiosity,  and  the  mental  health  of  pre-adolescents  in  a 
population-based cohort. Results are described in Chapter 2.
 To investigate the association between the religiosity of pre-adolescents and 
parents, and pre-adolescents’ psychiatric problems in a clinic-referred cohort. 
Results are described in Chapter 3.
 To examine the influence of the religiosity of pre-adolescents with psychiatric 
problems and the religiosity of fathers and mothers on mental health during 
adolescence. Religiosity was measured using self-report and information from 
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mothers  and  fathers  at  baseline,  resulting  in  three  categorical  religiosity 
variables (similar to the variables used in Chapters 2 and 3) and nine SOCON 
scales  (Social  Cultural  Developments  questionnaire)  (three  with  information 
provided by the pre-adolescent, three with information provided by the mother 
and three with information from mother about father). Results are described in 
Chapter 4.
 To  study  whether  religious  harmony/disharmony between  parents,  between 
pre-adolescents  and  mothers,  between  pre-adolescents  and  fathers,  and 
between  pre-adolescents  and  schools,  is  a  risk  factor  for  internalizing  and 
externalizing problem behaviors in pre-adolescents and adolescents. Results 
are described in Chapter 5.
 To investigate whether religiosity influences exposure to stressful life events 
(SLEs)  in  early  adolescence  and  whether  church  attendance  in  pre-
adolescence and harmony of parents on the subject of religiosity, moderates 
the  effects  of  SLEs,  resulting  in  fewer  problem  behaviors.  Results  are 
described in Chapter 6. 
Summary Chapter 2
The series  of  studies  described  in  this  thesis  adds  knowledge to  the  complex 
research field of religiosity and mental health in pre-adolescents. The first study, 
summarized in this chapter, provided the basis for the other studies. While 72% of 
all studies show religiosity to be beneficial to mental health (Koenig, McCullough, 
Larson,  2001;  Koenig,  King,  Carson,  2012),  few of  these studies involved pre-
adolescents (Abbotts et al.  2004,  Varon & Riley, 1999, Rew, Wong, Sternglanz, 
2004).  The  TRAILS study (Tracking Adolescents’ Individual  Lives  Survey’)  is  a 
longitudinal prospective cohort study involving a population-based cohort, with a 
baseline  assessment  in  pre-adolescence  (10-12  years,  n=2230).  TRAILS  was 
designed  to  study  underlying  vulnerabilities  and  environmental  risks  in  the 
transition from pre-adolescence to  young adulthood.  Religiosity  of  mothers and 
fathers,  and  parental  harmony  on  the  subject  of  religiosity  (further:  harmony 
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parents)  were  the  variables  on  religiosity  that  were  used  in  this  study. *  Mental 
health  was measured via  self-report  (YSR),  parent  report  (CBCL),  and teacher 
report  (TCP).  Several  sets  of  MANCOVA analyses  (a  statistical  approach  to 
compare  different  variables  with  each  other)  were  performed  with  gender  as 
independent variables, and sum scores on the YSR, CBCL, and TCP as dependent 
variables. With regard to  internalizing problem behavior, results showed that the 
influence of  maternal religiosity was dependent on the presence or absence of 
religious harmony between parents. Higher levels of internalizing symptoms were 
associated  with  parental  religious  disharmony  when  combined  with  passive 
religiosity  of  mothers.  This  effect  was  only  found  with  the  CBCL,  and  more 
specifically  on  the  subscales  withdrawn/depressed  and  anxious/depressed. 
Paternal  religiosity  had  no  significant  association  with  levels  of  internalizing 
symptoms in pre-adolescents. With regard to externalizing problem behavior, boys 
reported fewer externalizing symptoms on the YSR if  the parents agreed about 
religious  matters.  Paternal  religiosity  did  not  affect  the  levels  of  externalizing 
symptoms in pre-adolescents.  These findings were in line with our hypotheses, 
namely, that religious disharmony is associated with increased problem behavior, 
and  that  the  effect  of  religious  variables  might  differ  for  internalizing  and 
externalizing  problem behaviors  and  for  boys  and  girls.  However,  associations 
between  religiosity  and  mental  health  in  this  cohort  of  pre-adolescents  were 
moderate.  Possible  explanations  for  this  include  the  complexity  of  the 
operationalization  of  religiosity  (Wong,  Rew,  Slaikeu,  2006;  Dew  et  al.,  2008; 
Cotton,  McGrady,  Rosenthal,  2010; Rew & Wong, 2006);  the fact  that  the pre-
adolescents  might  have  been  in  the  quest  phase  during  which  religiosity  is 
internalized,  which causes a temporary increase in anxiety and conflict  can be 
expected (Kojetin, et al. 1987; Batson & Ventis, 1982); the possibility that these 
findings are consistent with the literature that has not found religiosity to have a 
beneficial  effect  on  mental  health  (Koenig,  McCullough,  Larson,  2001;  Koenig, 
King, Carson, 2012); and the possibility that these findings were found by chance. 
Further investigation of pre-adolescent religiosity and the harmony parents variable 
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may help to shed light on this matter. Longitudinal studies involving a clinic-referred 
cohort seem warranted.
* Religiosity was measured with three basic questions that were answered by the respondent  
(mostly mother) and by the mother for the father, namely: ‘whether she considered herself a 
religious person, whether she was affiliated with a church or denomination, and what was the 
frequency of church attendance. After dichotomizing the three questions to yes/ no answers, 
we constructed three categories, namely, no religiosity (three ‘no’ answers), passive religiosity 
(first and second question answered with ‘yes’, third question answered with ‘no’), and ‘active 
religiosity’ (all questions answered with ‘yes’). In this way, a religiosity mother variable and a  
religiosity father variable were constructed. The variable ‘harmony parents’ was constructed 
by comparing the religiosity of mothers with that of the father. Agreement between parents 
about religion (both parents religious or both parents not religious) was considered to reflect  
parental  harmony;  all  other  options  reflected  parental  disharmony.  Mental  health  was 
assessed  using  self-report  (Youth  Self-Report,  YSR),  parental  report  (Child  Behavior 
Checklist, CBCL), and teacher report (Teacher Checklist for Psychopathology, TCP), using 
five broadband scales (in which psychological symptoms are clustered), three for internalizing 
problem behavior  (anxious/depressed,  withdrawn/depressed and somatic complaints),  and 
two for externalizing problem behavior (aggressive and delinquent behavior).
Summary Chapter 3
The next step in exploring the relationship between religiosity and mental health in 
pre-adolescents was to the use baseline data from pre-adolescents(10-12 years, 
n=543) in a clinic-referred cohort (part of the TRAILS study), and to use a ‘pre-
adolescent  religiosity’  variable,  in  addition  to  the  mother  and  father  religiosity 
variables and the harmony parents variable used in the previous study. Religiosity 
of the pre-adolescent was also based on the three questions about religiosity, even 
though this  information was mainly  provided by the mother.  Mental  health  was 
assessed  using self-report  (Youth  Self-Report,  YSR),  parental  report  (Child 
Behavior  Checklist,  CBCL),  and  teacher  report  (Teacher  Checklist  for 
Psychopathology, TCP), using the same broadband scales as in the first study. 
This study investigated the association between the four religiosity variables and 
the mental health of pre-adolescents. Several sets of MANCOVA analyses were 
performed for  internalizing and externalizing problem behaviors  with  gender  as 
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independent variable, one of the four religiosity variables and sum scores on the 
YSR, CBCL, and TCP as dependent variables.
The results for internalizing problem behavior showed a modest main effect 
of  maternal  religiosity,  but  raters  and  broadband  scales  did  not  affect  this 
association  on  their  own,  indicating  that  there  were  no  significant  differences 
between the three raters and two broadband scales, and no significant association 
between religiosity and mental  health for any rater or scale. Post-hoc pair-wise 
comparisons of specifically non-religious and active religious mothers showed that 
the  pre-adolescents  of  active  religious  mothers  had  more  internalizing  problem 
behavior  than  the  pre-adolescents  of  non-religious  mothers.  The  results  for 
externalizing  problem  behavior  failed  to  reach  statistical  significance.  We 
concluded  that  the  associations  between  mental  health  and  religiosity  were 
modest-to-absent  in  this  cohort.  The  lack  of  results  for  externalizing  problem 
behavior in this study may be because the clinic-referred cohort was much smaller 
than the population-based cohort of the first study. Moreover, the adolescents in 
the clinic-referred cohort already had high levels of externalizing problem behavior,  
which might have masked the effect of maternal religiosity on this behavior. 
Summary Chapter 4 
As in the study described in chapter 3, we used data from the clinic-referred cohort 
from  the  TRAILS  study  to  further  explore  the  relation  between  religiosity  and 
mental health in pre-adolescents. In addition to the religiosity measures used in 
first  two studies,  we also used the Social  Cultural  Developments Questionnaire 
(SOCON)  (ter  Voert,  1993;  te  Grotenhuis  &  Scheepers,  2001).  The  SOCON 
questionnaire is a Dutch sociological  questionnaire that has good reliability and 
validity (ter Voert,  1993; te Grotenhuis & Scheepers,  2001).  It  consists of  three 
scales,  namely,  ‘Christian  religiosity’,  ‘Humanistic  beliefs’,  and  ‘Denial  higher 
power’.  In  analyses,  three  categorical  religiosity  variables  (pre-adolescent 
religiosity, religiosity of mothers, and religiosity of fathers) and two blocks for the 
three SOCON scales (for pre-adolescent and mother, respectively) were used. The 
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categorical  religiosity  variables  can  be  considered  as  more  distal  measures  of 
religiosity (such as affiliation and frequency of attendance at services), whereas 
SOCON  religiosity  uses  more  proximal  measures  (about  religious  meaning, 
support,  and  coping)  (Hackney  &  Sanders,  2003,  Cotton  et  al.,  2006).  The 
correlation  between  religiosity  and  mental  health  may  become  stronger  when 
religiosity  is  measured  using  proximal  domains  rather  than  distal  domains 
(Hackney  &  Sanders,  2003).  Another  difference  compared  with  the  first  two 
TRAILS studies is that we used of several waves of assessment (in  pre-, early, 
middle  adolescence  and  in  adolescence),  in  order  to  discover  whether  the 
association between religiosity and mental  health changes over time. Repeated 
measure  ANOVA analyses  (analyses  in  which  it  is  possible  to  measure  the 
association between several variables over time) were performed with internalizing 
and externalizing problem behaviors as dependent variables, time as within factor, 
and  the  three  categorical  religiosity  variables and two blocks  of  three SOCON 
scales as independent factors, together with gender as a factor. Further, gender 
was added as a factor. 
For internalizing problem behavior, neither the categorical religiosity variables, nor 
the SOCON scales ‘Christian religiosity’ and ‘Denial higher power’ were significant. 
However, self-reported, but not mother-reported ‘Humanistic beliefs’ of the SOCON 
scale was associated with internalizing problem behavior. Also, there was a main 
effect of gender, and of the interaction between gender and ‘Humanistic beliefs’.  
Follow-up  tests  revealed  that  in  female  pre-adolescents  ‘high’  scores  on 
‘Humanistic  beliefs’ were associated with  increased internalizing problems. This 
association was not found in male pre-adolescents. We did not find any significant  
results for the analyses with externalizing problem behavior. 
In  conclusion,  religiosity  was hardly  associated  with  mental  health in  a 
clinic-referred cohort of pre-adolescents up to adolescence. The exception being 
that in girls, strong humanistic beliefs were associated with increased internalizing 
problems. This may be a sign of reflection on and feeling responsibility for life, in 
denial of a God outside themselves. This lack of major significance was discussed 
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in the light of the more positive association between religiosity and mental health in 
pre-adolescence reported in US studies (Dew et al., 2008; Wong, Rew, Slaikeu, 
2006; Barton et al.,  2014). In the Netherlands, society is becoming increasingly 
secularized (Becker, de Hart,  Arnts, 2006), which may be a source of stress to 
those  who  hold  religious  beliefs,  because  they  are  ‘different’  from their  peers 
(Abbotts  et  al.,  2004).  This  would  tend  to  diminish  the  associations  between 
religiosity and mental health. 
Summary Chapter 5
This study described in this chapter further investigated the association between 
religious  harmony in  the  environment  of  growing  pre-adolescents  and  problem 
behavior  in  the  population-based cohort  of  TRAILS.  The measure  for  harmony 
parents was extended with the variables harmony between pre-adolescent/mother, 
pre-adolescent/father, and pre-adolescent/school. The number of categories from 
the harmony parents variable was extended from two in chapter 2 and 3 (namely,  
harmony  and  disharmony),  to  four  in  chapter  5.  The  category  disharmony  of 
parental harmony was extended with religious disharmony (one parent being non-
religious, one being religious) and religious dysbalance (parents having different 
levels of religiosity). This was necessary to explore whether these differences in 
religious environment may have different associations with problem behavior and 
to learn more about the quest phase. This quest phase, also called phase of doubt  
or  quest  for  certainty  and  genuineness,  may be  part  of  the  development  of  a 
religious  identity  (Batson  &  Ventis,  1982),  and  has  been  associated  with  a 
temporary increase in anxiety and conflict (Kojetin et al, 1987; Watson et al, 1988).  
We did not hypothesize in which direction the association between these different 
harmony variables and problem behavior would be, as we could not predict the 
possible  effect  of  the quest  phase (temporary increase in problem behavior)  in 
relation to the protective effect of religiosity against problem behavior reported in 
the literature. As the quest phase is only studied in Christian religions (Kojetin et al, 
1987,  Messay,  Dixon,  Rye,  2012),  we  investigated  only  those  individuals  with 
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potential Christian beliefs. Internalizing and externalizing problem behaviors were 
assessed from pre-adolescence and adolescence. 
Statistical  analyses  showed  no  association  between  internalizing  or 
externalizing problems and harmony parents, harmony pre-adolescent/father, and 
harmony pre-adolescent/school. In contrast, harmony pre-adolescent/mother and 
internalizing  problems  were  significantly  associated  in  pre-adolescence  and 
adolescence, reflecting increased internalizing problems when there was religious 
disharmony between the mother and child compared with religious harmony and 
non-religious  harmony.  Further,  a  harmony  pre-adolescent/mother  by  time 
interaction effect appeared for externalizing problems, indicating that externalizing 
problems decreased from pre-adolescence to adolescence. Effects were similar for 
boys and girls. 
In  conclusion,  the  overall  effect  of  harmony/disharmony  on  internalizing  and 
externalizing problem behaviors would appear to be minor. This could be because 
the protective effects of religious harmony were ‘diluted’ by the temporary increase 
in  problem  behavior  as  a  consequence  of  the  quest  phase.  Another  possible 
reason  for  diminished  protective  effects  of  religiosity  is  that  mentioned  in  the 
context of the previous study, namely, that religious adolescents feel different from 
their counterparts in secular Netherlands, and that this causes stress. There was 
only significance shown on the harmony pre-adolescent/mother variable, indicating 
that  this  variable  is  somewhat more sensitive than other  harmony measures in 
connection with problem behavior. 
Summary Chapter 6
The study described in this chapter is about religiosity, mental health, and a third 
interacting variable, namely, Serious Life Events (SLEs). In this study, religiosity 
was  hypothesized  to  interact  with  mental  health  and  SLEs  in  two  ways  –  via 
increased church attendance and increased harmony of parents on the subject of 
religiosity. Both were hypothesized to diminish exposure to SLEs and the negative 
effects of SLEs on mental health. Data for religiosity came from pre-adolescence, 
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data on SLEs were obtained in early adolescence and the 2 years before (which is 
pre-adolescence),  and  data  for  problem  behavior  were  obtained  in  early 
adolescence  and  adolescence.  We  used  pre-adolescents’  church  attendance 
(scored by mother)  as religiosity variable and the variable  harmony parents as 
indicator of the degree and similarity of religiosity of parents. As having two active 
religious parents was expected to  provide the most  protection against  problem 
behavior,  we used five categories in the religious harmony of  parents variable, 
namely, non-religious harmony (both parents not religious), religious disharmony 
(one parent religious, the other not), religious dysbalance (parents having different 
levels of religious beliefs), passively religious harmony (both parents believe in God 
and/or are affiliated with a church or denomination), and active religious harmony 
(both  parents  attend  church  regularly).  Sum  scores  for  internalizing  and 
externalizing problem behaviors were used from early adolescence (YSR) and from 
adolescence (ASR). 
Statistical  analyses,  investigating  the  two  routes  by  which  religiosity  is 
expected to interact with SLEs and problem behavior, showed that having active 
religious parents was associated with decreased exposure to SLEs, whereas SLEs 
were not associated with church attendance. Neither church attendance nor the 
religious environment of pre-adolescents moderated the association between SLEs 
and problem behavior. 
In  conclusion,  having active  religious  parents protected  pre-adolescents 
against exposure to SLEs. However, religiosity in terms of church attendance and 
the religious environment of pre-adolescents did not diminish the negative effects 
of SLEs on problem behavior.
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Samenvatting (summary in Dutch)
Samenvatting Hoofdstuk 1
Dit  proefschrift  heeft  als  doel  de  bestaande  kennis  over  het  verband  tussen 
religiositeit  en  geestelijke  gezondheid  bij  opgroeiende  preadolescenten  te 
vergroten.  Het  onderzoeksgebied  naar  het  verband  tussen  religiositeit  en 
geestelijke gezondheid is sterk gegroeid in de afgelopen jaren. Zo zijn er in de 
afgelopen 16 jaar 2 handboeken gepubliceerd die een overzicht geven van alle 
studies die er gedaan zijn tussen respectievelijk 1800 en 2000 en tussen 2000 en 
2009.  Het  aantal  studies  dat  verschenen  is  in  die  periodes,  is  van  zo’n  1200 
gestegen naar rond de 21.000. Dit betreffen vooral studies onder volwassenen en 
adolescenten.  In  handboeken over  bijvoorbeeld  de psychologische  ontwikkeling 
van adolescenten zijn voor het eerst hoofdstukken opgenomen over religiositeit en 
spiritualiteit.1 Vanuit een overzichtsstudie uit 2013 is naar voren gekomen dat in 
72%  procent  van  alle  studies,  religiositeit  geassocieerd  was  met  een  betere 
geestelijke gezondheid. Dit betekent echter ook dat er in 28% van de studies geen 
of  zelfs  een  negatieve  associatie  tussen  religiositeit  en  geestelijke  gezondheid 
werd gevonden.  Dit  verschil  wordt  over  het  algemeen verklaard vanuit  de vele 
mogelijke definities van religiositeit, waarbij iedere definitie bestaat uit verschillende 
aspecten  of  dimensies.  De  afzonderlijke,  op  verschillende  manieren  te  meten 
dimensies,  verschillen  in  de  mate  waarin  ze  geassocieerd  zijn  met  geestelijke 
gezondheid.  Als  gevolg  hiervan  zijn  er  verschillende  conceptuele  invalshoeken 
mogelijk  van  waaruit  gevonden  associaties  tussen  religiositeit  en  geestelijke 
gezondheid  verklaard  kunnen  worden.  In  het  algemeen  wordt  gesteld  dat  het 
meten van religiositeit met gedragsmaten (zoals bijvoorbeeld kerkgang), een meer 
1Religiositeit werd in dit proefschrift gedefinieerd als een georganiseerd geloof, waarin gedrag, rituelen 
en symbolen bedoeld zijn dichter te naderen tot het goddelijke. De term spiritualiteit is nauw verbonden 
met  religiositeit,  waarbij  het  verschil  is  dat  de  term spiritualiteit  meer  gericht  is  op  de persoonlijke 
ervaring van het goddelijke. Dit proefschrift gaat over religiositeit.
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uiterlijke vorm van religiositeit in kaart brengt (dit worden distale maten genoemd), 
terwijl vragen over de mate van geïnternaliseerd, doorleefd of persoonlijk geloof en 
het  belang  van  geloof  in  het  dagelijks  leven,  meer  de  innerlijke  overtuigingen 
meten (dit worden proximale maten genoemd). In de literatuur zijn er aanwijzingen 
dat wanneer men meer proximale maten voor religiositeit relateert aan geestelijke 
gezondheid,  er  krachtiger  positieve  associaties  gevonden  worden  tussen 
religiositeit en geestelijke gezondheid, dan wanneer distale maten worden gebruikt. 
Religiositeit  vanuit  innerlijke  overtuiging gestuurd wordt  in  de literatuur  ook wel 
intrinsieke religiositeit genoemd, terwijl  religiositeit gestuurd vanuit overwegingen 
zoals o.a. ‘moeten’, ‘het voor de ander doen’ of ‘voor aanzien of status’, met de 
term extrinsieke religiositeit wordt aangeduid. Naast dit onderscheid wordt er in de 
literatuur  nog wel  een derde vorm van religiositeit  genoemd, ook wel  de quest 
(vraag) fase genoemd. Deze manier van geloven wordt beschreven als zelfkritisch, 
vragend zonder moeilijke vragen te vermijden, in combinatie met de bereidheid tot 
verandering. In de literatuur is er verschil van inzicht over of deze geloofshouding 
een levenslange houding is,  of  dat deze geloofshouding meer een periode van 
zoeken  inhoudt  die  overgaat  in  een  meer  geïnternaliseerd  geloof.  In  de 
ontwikkeling van preadolescentie naar jong volwassenheid is religiositeit één van 
de vele factoren die van invloed zijn op een al dan niet gezonde overgang naar  
volwassenheid.  Een  gezonde  religieuze  ontwikkeling,  waarbij  geïnternaliseerd 
geloof over tijd toeneemt, gaat samen met de ontwikkeling van een authentieke 
persoonlijkheid,  waarbij  religiositeit  over  tijd  geïntegreerd  raakt.  Dit  proefschrift 
onderzocht  het  verband  tussen  religiositeit  en  geestelijke  gezondheid  in  de 
leeftijdsperiode van preadolescentie tot en met adolescentie. 
In vijf  hoofdstukken zijn er een aantal onderzoeksvragen aan de orde geweest, 
namelijk:
 Is er een associatie tussen religiositeit van moeder, van vader en de mate 
van  overeenstemming  op  dit  gebied  tussen  ouders  en  de  geestelijke 
gezondheid  van  de  preadolescent  in  een  bevolkingscohort.  Over  deze 
onderzoeksvraag gaat Hoofdstuk 2. 
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 Is er een associatie tussen religiositeit van de preadolescent, van moeder, 
van vader en de mate van overeenstemming van ouders op dit gebied en 
geestelijke  gezondheid  in  een  cohort  van  preadolescenten  met 
psychiatrische  problemen.  Deze  onderzoeksvraag  is  in  Hoofdstuk  3 
behandeld.
 Is er een associatie tussen religiositeit van de preadolescent, van moeder 
en van vader, gemeten met de maten voor religiositeit zoals gebruikt in 
voorgaande  hoofdstukken  en  tevens  gemeten  met  een  gevalideerde 
vragenlijst  die  religiositeit  meet  (Social  Cultural  Developments 
Questionnaire,  SOCON),  in  een  cohort  van  preadolescenten  met 
psychiatrische  problemen,  waarbij  geestelijke  gezondheid  over  de  tijd 
gemeten werd. Over deze onderzoeksvraag is in Hoofdstuk 4 geschreven. 
 Is  er  een  associatie  tussen  de  mate  van  religieuze  overeenstemming 
tussen de ouders,  de preadolescent en respectievelijk moeder, vader en 
school in een bevolkingscohort,  waarbij  geestelijke gezondheid over  tijd 
gemeten werd. De resultaten hiervan zijn in Hoofdstuk 5 beschreven. 
 Beïnvloedt  religiositeit  de  mate  waarin  vroege  adolescenten  en 
adolescenten  blootgesteld  worden  aan  SLEs  (Serious  Life  Events),  en 
beschermen kerkgang in preadolescentie en de mate en overeenstemming 
van  ouders  op  het  gebied  van  religiositeit  in  preadolescentie  tegen  de 
negatieve gevolgen van SLEs? Deze onderzoeksvraag is beantwoord in 
Hoofdstuk 6.
Samenvatting Hoofdstuk 2
In  dit  hoofdstuk  werd  de  basis  van  dit  proefschrift  gelegd,  door  in  een 
bevolkingscohort te onderzoeken of er een associatie was tussen religiositeit van 
ouders afzonderlijk (‘niet religieus’, ‘passief religieus’ en ‘actief religieus), van de 
mate van overeenstemming op het gebied van religiositeit tussen ouders (‘eens’ of 
‘oneens’),  en  de  geestelijke  gezondheid  van  preadolescenten.  Op  basis  van 
literatuuronderzoek  verwachtten  we  dat  wanneer  ouders  op  het  gebied  van 
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religiositeit verschillen, dit geassocieerd is met een vermindering van de geestelijke 
gezondheid bij preadolescenten. Verder, dat deze associatie zou verschillen voor 
wat betreft het type gezondheidsproblemen (internaliserend of externaliserend) en 
dat deze associatie voor geslacht zou verschillen. Er werd gebruik gemaakt van 
drie variabelen die religiositeit meten (religiositeit moeder, religiositeit vader en de 
mate van overeenstemming tussen vader en moeder). Vanuit statistische analyses 
kwam naar voren dat de associatie tussen religiositeit van moeder en geestelijke 
gezondheid  van  preadolescenten  afhing  van  de  aan–  of  afwezigheid  van 
overeenstemming op het gebied van religiositeit tussen ouders. Wanneer ouders 
geen  overeenstemming  hadden  op  dit  punt,  en  moeder  passief  religieus  was, 
scoorden  moeders  verhoogde  internaliserende  problemen  bij  hun  TRAILS 
kinderen,  met  name  op  de  sub  schalen  teruggetrokken/depressief  en 
angstig/depressief, dit vergeleken met moeders die niet religieus waren. Voor wat 
betreft externaliserende problemen (sub schalen agressief en delinquent) scoorden 
jongens  zichzelf  als  minder  externaliserend  wanneer  ouders  overeenstemming 
hadden op het gebied van religiositeit, in vergelijking met jongens van ouders die 
geen overeenstemming hierover hadden. De gevonden resultaten waren conform 
onze  hypotheses,  namelijk  dat  wanneer  ouders  verschillen  op  het  gebied  van 
religiositeit,  dit  geassocieerd  is  met  toegenomen  probleemgedrag  bij 
preadolescenten,  dat  de  resultaten  verschillen  voor  internaliserende  en 
externaliserende  problemen  en  dat  dit  verband  ook  verschilt  voor  jongens  en 
meisjes. In de bespreking van deze resultaten heb ik aandacht besteed aan het feit  
dat de gevonden associaties zwak waren, niet op alle schalen gevonden werden 
en dat  ik geen resultaten vond voor religiositeit  van moeder en religiositeit  van 
vader afzonderlijk. 
Samenvatting Hoofdstuk 3
In  dit  hoofdstuk  is  een  aan  het  tweede  hoofdstuk  identieke  onderzoeksvraag 
verbonden, maar dan met de toevoeging van een maat voor religiositeit van de 
preadolescent. Het tweede verschil met het vorige hoofdstuk is dat de statistische 
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analyses verricht werden in een cohort met jongeren die psychische problemen 
hadden of gehad hadden. Er is in dit hoofdstuk dus naast de onderzoeksvragen uit 
het tweede hoofdstuk, ook gekeken of er een associatie was tussen religiositeit van 
de preadolescent en geestelijke gezondheid. De hypothese hierbij was dat gelovig 
zijn geassocieerd is met een betere geestelijke gezondheid, vergeleken met niet 
gelovig zijn. De resultaten lieten een hoofdeffect zien van religiositeit van moeder, 
waarbij  preadolescenten  van  moeders  die  actief  religieus  waren,  meer 
internaliserende problemen hadden vergeleken met preadolescenten van moeder 
die  niet  religieus waren.  Dit  effect  kon niet  worden gespecificeerd naar wie  de 
vragenlijsten  hadden  ingevuld  (dus  preadolescenten  zelf,  een  ouder  of  de 
leerkracht) of naar een specifieke schaal (zoals bijvoorbeeld angstig/depressief). 
Ten  aanzien  van  externaliserende  problemen  werden  er  in  het  geheel  geen 
associaties gevonden. Deze resultaten verschilden van de resultaten uit het vorige 
hoofdstuk. In de bespreking kwam aan de orde dat het gevonden verband met 
internaliserende problemen opnieuw zwak was. Daarnaast zou de quest fase een 
rol  hebben kunnen spelen.  Deze fase wordt  gekenmerkt  door een zelfkritische, 
zoekende geloofshouding,  die naar verwachting over  het  algemeen overgaat  in 
een meer geïnternaliseerd geloof en in de literatuur wel geassocieerd is met een 
(tijdelijke) toename van met name internaliserende problemen. Kinderen van actief 
religieuze moeders hebben een grotere kans om zelf religieus te worden, en deze 
kinderen hebben dus meer kans om, al dan niet tijdelijk, een quest fase te hebben.  
Dit zou tot een (tijdelijke) toename van internaliserende problemen hebben kunnen 
leiden, waardoor een positief effect van religiositeit op internaliserende problemen 
in de uitkomst van dit artikel zou kunnen zijn gedrukt. Tevens werd besproken dat 
het ontbreken van krachtiger verbanden mogelijk een gevolg was van de hogere 
levels internaliserende en externaliserende problemen in dit cohort, als gevolg van 
het feit dat het jongeren betrof die psychische problemen hadden of hadden gehad. 
Deze hogere  levels  internaliserende en externaliserende problemen zouden de 
zwakke  positieve  associatie  met  religiositeit  eveneens  teniet  gedaan  kunnen 
hebben. 
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Samenvatting Hoofdstuk 4
In  dit  hoofdstuk  werd  aan  de  variabelen  over  de mate  van  religiositeit  van  de 
preadolescent en van ouders afzonderlijk een vragenlijst toegevoegd, namelijk de 
SOCON  (Social  Cultural  Developments  Questionnaire)  vragenlijst,  die  een 
gedeelte bevat met verdiepende vragen over religiositeit. De SOCON vragenlijst is 
een  gevalideerde  vragenlijst,  waarbij  het  gedeelte  over  religiositeit  uit  vragen 
bestaat  die  vallen  onder  drie  schalen,  namelijk  de  ‘Christelijke  wereld-,  en 
levensbeschouwing’, de ‘Binnenwereldlijke wereldbeschouwing’ en de schaal die 
de  naam  ‘Ontkenning  van  het  bestaan  hogere  werkelijkheid’  heeft.  De  eerste 
schaal meet de mate waarin er sprake is van (christelijk) geloof, de tweede de 
mate waarin er sprake is van een humanistische levensvisie en de derde schaal 
meet de mate van ontkenning van een hogere macht.  De statistische analyses 
vonden  plaats  in  het  cohort  met  preadolescenten  die  psychische  problemen 
hadden of hadden gehad. Er werd gebruik gemaakt van vier meetmomenten in de 
tijd  voor  wat  betreft  de geestelijke  gezondheid,  lopend van preadolescentie  via 
vroege en midden adolescentie naar adolescentie. Er werd alleen een associatie 
gevonden tussen ‘Humanistische levensvisie’ en internaliserende problematiek bij 
meiden, waarbij  het  hebben van meer humanistische ideeën geassocieerd was 
met  toegenomen  internaliserende  problematiek  over  de  vier  meetmomenten 
gezien. In de bespreking van de resultaten kwam aan de orde dat een toegenomen 
humanistische levensvisie kon worden geassocieerd met een toegenomen gevoel 
van verantwoordelijkheid die in zichzelf gedragen moet worden. De associatie met 
toegenomen  internaliserende  problematiek  kan  bij  een  dergelijke  levensvisie 
worden begrepen. In de bespreking kwam opnieuw aan de orde dat de verhoogde 
levels van internaliserende en externaliserende problemen in dit onderzoekscohort 
de  zwakke  positieve  associatie  met  religiositeit  teniet  gedaan  zouden  kunnen 
hebben. Verder werd toegevoegd dat er vanuit literatuur uit de Verenigde Staten 
krachtiger resultaten naar voren komen vergeleken met West-Europese literatuur. 
Besproken werd dat  de secularisatie in Nederland,  in tegenstelling tot  de hoge 
mate van religiositeit onder de Amerikaanse bevolking, gelovige jongeren stress 
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zou kunnen bezorgen als gevolg van hun ‘anders zijn’ op dit punt. Deze stress zou 
tevens een reden kunnen zijn waardoor een zwakke positieve associatie tussen 
religiositeit en geestelijke gezondheid niet meer aantoonbaar was. 
Samenvatting Hoofdstuk 5
In  dit  hoofdstuk  is  er  in  het  bevolkingscohort  van  TRAILS  gekeken  of  er  een 
verband is tussen de religieuze omgeving van preadolescenten en hun geestelijke 
gezondheid  in  preadolescentie  en  adolescentie.  De  religieuze  omgeving  van 
preadolescenten  is  middels  4  variabelen  gemeten,  namelijk:  de  mate  van 
overeenstemming  op  het  gebied  van  religiositeit  tussen  de  ouders  van  de 
preadolescent, de mate van overeenstemming tussen preadolescent en moeder, 
tussen  preadolescent  en  vader  en  de  mate  van  overeenstemming  tussen 
preadolescent  en  school.  Religieuze  overeenstemming  is  hier  specifieker 
gedefinieerd dan in de voorgaande hoofdstukken, namelijk: ‘beiden niet religieus’, 
‘de een religieus, de ander niet’, ‘verschillend religieus’ en ‘beiden religieus’. Vanuit 
statistische analyses werd helder dat wanneer aangaande de preadolescent en 
moeder,  ‘de  een  religieus  was  en  de  ander  niet’,  dit  geassocieerd  was  met 
toegenomen  internaliserende  problemen  over  preadolescentie  en  adolescentie, 
indien vergeleken met ‘beiden religieus’ en ‘beiden niet religieus’. Verder werd er 
voor wat betreft de religieuze overeenstemming tussen preadolescent en moeder, 
over  de  tijd  gezien,  een  daling  van  externaliserende  problemen  gevonden.  Er 
werden geen verschillen voor geslacht gevonden in dit hoofdstuk. In de bespreking 
van  de  resultaten  werd  opgemerkt  dat  preadolescenten  over  tijd  blijkbaar 
gevoeliger  zijn  voor  de mate van religieuze overeenstemming met  moeder dan 
voor de mate van overeenstemming tussen ouders, tussen preadolescent en vader 
en tussen preadolescent en school. Tevens kwam aan de orde dat het resultaat 
van  deze  studie  opnieuw  een  zwakke  associatie  betrof,  en  dat  het  gevonden 
resultaat weliswaar overeenstemde met een studie uit  2004 (Pearce & Haynie),  
maar  afweek  van  zowel  voorgaande  studies  in  dit  proefschrift  als  van  andere 
studies  uit  2004  en  2011.  Deze  verschillen  in  resultaten  werden  geduid  als 
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passend bij de complexiteit van het meten van religiositeit, in combinatie met de 
manier  waarop  geestelijke  gezondheid  gemeten  werd,  waarbij  meer  algemene 
gezondheidsmaten (zoals welzijn) krachtiger geassocieerd zijn met religiositeit dan 
gezondheidsmaten gericht op klachten (zoals angst, depressie, agressie oa) zoals 
in  de  TRAILS  studies  gebruikt.  Daarnaast  werd  besproken  dat  de  zwakke 
associatie van deze studie gedrukt zou kunnen zijn door het feit dat religieuze pre-
adolescenten die in Nederland opgroeien als gevolg van de secularisatie en dat zij 
daardoor in de minderheid zijn, waardoor zij zich ‘anders’ zouden kunnen voelen, 
wat stress zou kunnen geven. 
Samenvatting Hoofdstuk 6
In  dit  hoofdstuk  is  binnen  het  bevolkingscohort  gekeken  of  er  gezien  over  de 
periode  van  vroege  adolescentie  naar  adolescentie,  een  verband  is  tussen 
religiositeit en de mate van blootstelling aan ingrijpende levensgebeurtenissen en /  
of  religiositeit  het  negatieve  effect  van  ingrijpende  levensgebeurtenissen  op 
geestelijke gezondheid over tijd vermindert.  Religiositeit was in dit hoofdstuk op 
twee manieren gedefinieerd, namelijk in de eerste plaats door middel van kerkgang 
van de preadolescent (gescoord door moeder) en in de tweede plaats door de 
mate  en  overeenstemming  van  ouders  op  het  gebied  van  religiositeit,  met  de 
volgende categorieën, ‘ouders beiden niet religieus’, ‘de ene ouder religieus, de 
ander niet’, ‘ouders verschillend religieus’, ‘ouders beiden passief religieus’ (beide 
ouders voelen zich religieus en zijn eventueel lid van een kerk, maar gaan niet 
naar de kerk) en ‘ouders beiden actief religieus’ (ouders gaan allebei naar de kerk). 
Ingrijpende  levensgebeurtenissen  waren  in  dit  hoofdstuk  door  middel  van 
zelfrapportage  gemeten  in  de  vroege  adolescentie,  waarbij  er  naar 
trauma’s/vervelende gebeurtenissen uit de twee voorgaande jaren gevraagd werd. 
Verder  werd  de  geestelijke  gezondheid  in  de  vroege  adolescentie  en  in  de 
adolescentie via zelfrapportage van jongeren in kaart gebracht. Vanuit statistische 
analyses  kwam naar  voren  dat  het  hebben  van  twee  actief  religieuze  ouders, 
geassocieerd  was  met  een  verminderde  exposure  aan  ingrijpende 
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levensgebeurtenissen. Er werd geen effect voor de associatie tussen kerkgang en 
ingrijpende levensgebeurtenissen  gevonden. Verder bleek religiositeit,  gemeten 
door  middel  van  de  kerkgang  van  preadolescenten  en  de  mate  en 
overeenstemming  van  ouders  op  het  gebied  van  religiositeit,  het  effect  van 
ingrijpende  levensgebeurtenissen  op  internaliserende  en  externaliserende 
problemen niet te verminderen. Deze resultaten werden besproken in het licht van 
de resultaten uit de vorige hoofdstukken, die ook geen sterke associaties rondom 
religiositeit  aan  het  licht  brachten.  Tevens  werden  factoren  besproken  die  een 
beschermend  effect  van  religiositeit  op  geestelijke  gezondheid  zouden  hebben 
kunnen  overschaduwen.  Als  eerste  is  daar  het  feit  dat  de  jongeren  van  dit 
onderzoek  in  Nederland  opgroeien,  waar  zij  vanwege  de  secularisatie  weinig 
andere jongeren ontmoeten die geloven, waardoor zij spanningen zouden kunnen 
ervaren. Dit zou tevens een verklaring kunnen zijn voor het feit dat er in studies uit  
de Verenigde Staten waar religiositeit  veel  vaker  voorkomt onder de bevolking, 
krachtiger verbanden tussen religie en geestelijke gezondheid gevonden lijken te 
worden. Daarnaast werd besproken dat religiositeit in deze studie met name met 
gedragsmaten  gemeten  werd,  terwijl  er  in  de  literatuur  vaker   een  verband 
gevonden wordt met geestelijke gezondheid wanneer religiositeit gemeten worden 
met maten die meten hoe belangrijk het geloof voor iemand is en of het geloof 
iemands dagelijks leven beïnvloedt. Ook is vanuit de literatuur helder dat naarmate 
de  ernst  van  ingrijpende  levensgebeurtenissen  toeneemt,  er  meer  kans  is  dat 
religiositeit een rol gaat spelen in het leren omgaan met en de verwerking van de 
negatieve effecten van ingrijpende levensgebeurtenissen. Gezien het feit dat de 
jongeren van dit cohort in Nederland leven, een relatief veilig land, zonder oorlogen 
of  grote aanslagen bijvoorbeeld,  kan dit  tevens een reden zijn dat  religie in dit 
cohort  geen  rol  speelde  in  het  verminderen  van  de  negatieve  effecten  van 
ingrijpende  levensgebeurtenissen  op  internaliserende  en  externaliserende 
problemen.
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Toekomstig onderzoek
Toekomstig  onderzoek  zou  gericht  kunnen  zijn  op  de  factoren  die  in  de 
Nederlandse situatie en in meer algemene zin van invloed zouden kunnen zijn op 
het  verband  tussen  religiositeit  en  geestelijke  gezondheid  bij  jongeren.  Deze 
factoren die  verder  zouden kunnen worden onderzocht  zijn:  de invloed van de 
quest fase, de mate van stress die jongeren in Nederland kunnen ondervinden als 
gevolg  van  de  secularisatie,  het  verschil  in  associatie  tussen  religiositeit  en 
geestelijke gezondheid wanneer gemeten met gedragsmaten en wanneer gemeten 
met variabelen die de mate van geïnternaliseerd geloof meten of het belang van 
het geloof voor een jongere meten, en als laatste of religiositeit indien gemeten met 
deze laatstgenoemde maten misschien wel een aantoonbaar beschermend effect 
heeft op de negatieve gevolgen van ingrijpende levensgebeurtenissen. Resultaten 
vanuit  dergelijk  onderzoek  verkregen  zullen  tevens  veel  informatie  verschaffen 
omtrent de religieuze ontwikkeling van jongeren naar volwassenheid, waarbij het 
wellicht mogelijk is om tot de formulering van meer concrete (behandel)adviezen te 
komen.
214
Curriculum Vitae
Willeke van der Jagt-Jelsma werd geboren in Leeuwaren op 29 september 1973. 
Zij studeerde geneeskunde van 1993 tot en met 2000 aan de Rijksuniversiteit in 
Groningen. Hierna heeft zij een aantal jaren als arts-niet-in-opleiding gewerkt op 
een longafdeling, een intensive care en een spoedeisende hulp. Tevens heeft zij  
enkele jaren als arts-onderzoeker gewerkt aan een onderzoeksproject verbonden 
aan de Vrije Universiteit te Amsterdam. In 2003 startte zij als arts bij Stichting Eleos 
om te onderzoeken of haar aanvankelijke wens om psychiater te worden niet toch 
de juiste was. Dit leidde ertoe dat Willeke in 2008 begon aan haar opleiding tot 
psychiater bij  Dimence  in  Zwolle.  Zij  vervolgde  haar  opleiding  tot  kinder-  en 
jeugdpsychiater bij Karakter, waar zij sinds 2013 werkt. Haar promotieonderzoek 
startte zij in 2004. Hierna combineerde Willeke haar werk in de patiëntenzorg met 
het promotieonderzoek. In de dagelijkse praktijk heeft Willeke zich gespecialiseerd 
in het werken met (klinisch opgenomen) pubers en hun ouders.
215
